OFFICIAL PUBLICATION OF THE MEDICAL SOCIETY OF VIRGINIA 


90 
CUNpED 


ee ‘astest and shortest-acting oral barbiturate | 


Sodium’ 


(SECOBARBITAL SODIUM, LILLY) 


Among its many uses: in 1/2, 3/4, and 1 1/2-grain pule 

vules and in ampoules, supposi- 

k Simple insomnia tories, and ‘Enseais’ (Timed Dis- 

integrating Tablets, Lilly); also, 

Re _Unruly pediatric patients Elixir ‘Seconal’ (Secobarbital, 
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pleasant-tasting Chloromycetin for pediatric use 


Your young patients won't hit the war path at medication time when the prescription calls for 
SUSPENSION CHLOROMYCETIN PALMITATE. Its appealing custard flavor rates it as 
“good medicine” with the most rebellious braves. 


Good medicine, too, for a wide variety of infections in infancy and childhood, 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) affords rapid recovery 
and speedy convalescence. 


Because of its liquid form, dosage of SUSPENSION CHLOROMYCETIN PALMITATE 
is easily adjusted. That it needs no refrigeration is an additional convenience to every 
harassed mother. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately or 

for minor infections. Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent therapy. 


supplied: SUSPENSION CHLOROMYCETIN PALMITATE, containing the equivalent of 
125 mg. of Chloromycetin in each 4 cc., is availabie in 60-ce. vials. 
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what portion of the 


coloric intake 


can supply? 


A striking observation was made in a 
recently reported nutrition study. Un- 
dernourished children in a German 
orphanage, placed on diets providing a 
high percentage of their total calories 
in the form of bread, not only improved 
in health, but “‘in spite of the simple diet 
provided” gained in weight and increased 
in height at a highly satisfactory rate.* 

The children received daily supple- 
ments of vitamin A, 2000 I.U., vitamin D, 
1000 I.U., and ascorbic acid, 25 mg. 

In the words of the investigators: “One 
of the most striking findings, . . . and 
perhaps the most unexpected one, was the 
remarkable way in which the general con- 
dition of all the children ... improved...” 

‘Probably the most important finding 
concerns the high nutritive value of 
wheat in any of the forms customarily 
consumed by man... . [The diets fed] 
provided undernourished children aged 
5-15 years with all the nutrients required 


for a high rate of growth and develop- 
ment for a period of 18 months.” 
Enriched bread, made from 70 per 
cent extraction flour and very similar 
to enriched bread sold in the United 
States, was among the breads used. While 
the diets used in this study are not jus- 
tified in this country with its abundant 
food supply, hence do not merit consid- 
eration for applicability here, they never- 
theless serve to emphasize again the high 
nutritional value of 
enriched bread. 


*Widdowson, E. M., and 
McCance, R. A.: Studies on the 
Nutritive Value of Bread and ,; 
on the Effect of Variations in the 
Extraction Rate of Flour onthe, 
Growth of Undernourished | 
Children, Medical Research 
Council, Special Report Series, 
No. 287, London, Her Majesty’s 
Stationery Office, 1954. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


THE VIRGINIA BAKERS COUNCIL 


In co-operation with 


THE AMERICAN BAKERS ASSOCIATION 
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The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
15¢ Bottle of 24 tablets (22 grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 


of Sterling Drug Inc. 


1450 Broadway, New York 18, N.Y. 
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SENSITIZE 


USE 


brand 


POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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* rapid abgorption and distrib. 
tion to all paris of the body 


* prompt, broad-spectrum action 
againgt-infections caused by 
gram-positive and gram-negative 
bacteria, spirochetes, certain 
large Wirtises and protozea 

* minimal incidence of adverse 
reactions 

available in a wide selection of 
 @@nvenient dosage forms for oral, 
4 parenteral or topical use 


Fetracycline the nucleus of 
modem broad-spectrum activity discov- 
ered atid identified by scientists — 


Tories 
Division, Chas. Pfizer & Co., inc. 
Brooklyn 6, 
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DOSAGE: 100 mg. b.i.d. initially; 
may be adjusted within a range of 
50 mg. to 500 mg. daily. Most pa- 
tients can be adequately maintained 
on 100 mg. to 200 mg. daily. 


SUPPLY: 50 mg. and 100 mg. tab- 
lets, bottles of 100, 1000 and 5000. 


SQUIBB 


dectiée in blood 


Pressure, mm 


Systolieg 1 
"hypertensive patient and normotensive patient. 


Raudixin Begun) Raudixin Discontinued» 


180 = \ 
Patient 
140 
100 Normotensiv: jen 


Days 10.2030 ~50 


The hypotensive action of Raudixin is selective for the hypertensive state. 
For this reason, Raudixin does not significantly affect the blood pressure of 
normotensive patients. 


*RAUOIXIN’® 13 A SQUIBB TRADEMARK 
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THE MILTOWN MOLECULE 


the tranquilizer with 


KNOWN 
CONTRA-INDICATIONS 


ideal for prolonged therapy 


Effective in anxiety, tension and muscle spasm 

Well tolerated—not habit forming—essentially non-toxic 
Does not produce depression 

Orally effective within 30 minutes for a period of 6 hours 


Supplied in 400 mg. tablets. Usual dose: 1 or 2 tablets—3 times a day 


the original meprobamate—2-methy|-2-n-propyl-1,3-propanediol dicarbamate—U.S. Patent 2,724,720 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. 
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Multiple 
Compressed 
Tablets 


Multiple Compressed Tablets ‘Co-DeLtra’ and 
HyYDELTRA’ are unique among the dosage forms of the 
newer steroids, because they are specifically designed 
as a tablet within a tablet to provide stability and to 
release in sequence, antacid and anti-inflammatory 
agents... 


1. the outer layer of antacids (aluminum hydroxide gel 
and magnesium trisilicate) comes into contact with the 
gastric mucosa first . . . and after it is completely 
dissolved ... 


2. the hitherto intact inner core containing the anti- 
inflammatory agent (either prednisone or predniso- 
lone) then begins to release its full therapeutic poten- 
tial . . . and not before. 
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benefits prednisone 
and prednisolone 


plus positive antacid 
action to minimize 


gastric distress... 


A reportedly higher incidence of gastric dis- 
tress in patients receiving the newer steroids 
prednisone and prednisolone indicates the 
desirability of co-administering non-systemic 
antacids." 

To help the physician cope with this prob- 
lem of gastric distress which might other- 
wise become an obstacle to therapy with the 
newer steroids . . . Multiple Compressed 
Tablets ‘Co-DELTRA’ (Prednisone Buffered) 


*‘Co-Devtra’ and ‘Co-HyDELTRA’ 
are trade-marks of Merck & Co., INC. 


and ‘Co-HypDELTRA’ (Prednisclone Buffered) 
are now available. 

*Co-De.tra’ and ‘Co-HYDELTRA’ are now 
available in bottles of 30 on your prescrip- 
tion. Each Multiple Compressed Tablet 
contains: 

Prednisone or Prednisolone, 5 mg.; 300 
mg. of dried aluminum hydroxide gel, U.S.P., 
and 50 mg. of magnesium trisilicate. 


1. Bollet, A. J., Black, R., and Bunim, J. J.: J.A.M.A. 158: 
459, June 11, 1955. 
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Prednisolone Buffered 


Philadelphia 1, Pa. 
Division OF MercK & Co., INC. 
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Give Us Your Transportation Worries 


OUR BENEFITS 
TO YOU ARE YOU WITH— 


COMPLETE LIABILITY INSURANCE 


RELEASE OF CAPITAL p | ) ) M () N T of, 100,000/300,000 


Bodily Injury and 


WE COVER 


New Automobiles 


50,000 for P 
Any Make PL AN aig 


Damage 
No Worries Over 


eT FOR THE You Are Protected 


With 100% Coverage 
Service Cost 


MEDICAL 


License Fees PROFESSION ti 


Is Out of Service, You 
Towing Cost 


Battery Replacements 


All Repairs, Tire & 


Tire Replacements For Most of You, All Battery Replacement Are 
This Is 100% Tax Deductable 
Inspection Registration Purchased In Your 
Fees 


Home Town 


We are as near as your Telephone! 


If You Would Like to Have Our Doctor’s Leasing Plan Explained to You In Detail, 
Please Call or Write. We Will Manage to Have One of Our Representatives Call 
On You at Your Convenience. 


Piedmont Auto and Truck Rental, Inc. 


P.O. BOX 427 212 MORGAN STREET 
DURHAM, NORTH CAROLINA PHONE 2-3905 


G. B. Griffith, President W. A. Gay, Executive Vice President 
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| Upjohn 


Rheumatoid arthritis, 
rheumatic fever, 
intractable asthma, 
allergies... 


Supplied: 


5 mg. tablets in bottles of 50 
10 mg. tablets in bottles of 25, 100, 500 
20 mg. tablets in bottles of 25, 100, 500 


*®REGISTERED TRADEMARK FOR THE UPJOHN 
BRAND OF HYDROCORTISONE (COMPOUND F) 


The Upjohn Company, Kalamazoo, Michigan 
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The above advertisements appeared recently in 
5 Life, Saturday Evening Post, and Today’s Health. 
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“How to look at a doctor’s bill’ could well serve as the title for recent 
Parke-Davis advertisements on the cost of medical care. For they suggest 
to the public new ways of looking at the extraordinary value one buys 


with each dollar spent for prompt and proper medical care. 


These Parke-Davis messages talk in everyday language about familiar 
but “forgotten” facts. Some examples: the steadily decreasing cost of 
curing diseases such as pneumonia, the phenomenal reduction in the 
death-rate for children, the substantial savings in time and income because 


of the shortened duration of hospital stays. 


By highlighting the heartening facts of medical progress in relation to 
the cost of medical care, this new series hopes to help in creating a 


healthy, realistic public opinion on the reasonableness of medical costs. 


To do this successfully, we wish the facts to have the widest possible 
readership. Therefore these advertisements are being published regularly 
in such mass-circulation magazines as LIFE, the SATURDAY EVENING 
POST, and TODAY’S HEALTH. 


If you would like to have folder-size reprints 
of any of these ads for your reception room, we 
will be happy to supply them on request. 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


f 
5 
t 


fema es who 

us living in the years 
GYNETONE REPETABS, 
Tro 


apy and help 
productive 


also valuable in: osteoporosis + protein depletion » menopause 


two strengths for individualized therapy 


GYNETONE REPETABS “‘.02”: Ethinyl Estradiol U.S.P. 0.02 mg. 
plus 5 mg. Methyltestosterone U.S.P. 

GYNETONE REPETABS “.04”: Ethinyl Estradiol U.S.P. 0.04 mg. 
plus 10 mg. Methyltestosterone U.S.P. 


GYNETONE,® combined estrogen-androgen. 
Repetass,® Repeat Action Tablets, GT-J-62-256 
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in the changing years 


two strengths 
0.02 mg. ethinyl estradiol plus 5 mg. Methyltestosterone U.S.P. 
0.04 mg. ethinyl estradiol plus 10 mg. Methyltestosterone U.S.P. 


GYNETONE,® combined estrogen-androgen. 
Repetass,® Repeat Action Tablets. 
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also valuable in: osteoporosis + protein depletion + menopause 


two strengths for individualized therapy 


GYNETONE REPETABS “‘.02”: Ethinyl Estradiol U.S.P. 0.02 mg. 
plus 5 mg. Methyltestosterone U.S.P. 

GYNETONE REPETABS “.04”: Ethinyl Estradiol U.S.P. 0.04 mg. 
plus 10 mg. Methyltestosterone U.S.P. 


GYNETONE,® combined estrogen-androgen. 
Repeat Action Tablets, GT-J-62-256 
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GYNETONE 


in the changing years 


two strengths 


0.02 mg. ethinyl estradiol plus 5 mg. Methyltestosterone U.S.P. 
0.04 mg. ethinyl estradiol plus 10 mg. Methyltestosterone U.S.P. 


GYNETONE,® combined estrogen-androgen. 
Repetass,® Repeat Action Tablets. GT-J-61.256 
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Schering 
: 


REPETABS standard 


& 


for therapeutic 


convenience 


daylong relief from a single dose 


CHLOR-TRIMETON REPETABS 8 and 12 mg. 
PRANTAL REPETABS 100 mg. 
GYNETONE REPETABS “.02” and “.04” 


CHLOR-TRIMETON® Maleate, brand of chlorprophenpyridamine maleate. 
PRANTAL® Methylsulfate, brand of diphemanil methylsulfate. 
GYNETONE,® combined estrogen-androgen. 


REPETABS,® Repeat Action Tablets. MJ-62-356 
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All the benefits 


of prednisone 


7, 


and prednisolone 
plus positive antacid 


action to minimize 
gastric distress 


Multiple Compressed Tablets of ‘Co-DELTRA’ 
and ‘Co-HyDELTRa’ are designed to help the 
physician cope with the problem of gastric dis- 
tress which might otherwise become an obstacle 
to therapy with the newer steroids prednisone 
and prednisolone. Each Multiple Compressed 
Tablet is specifically formulated as a “tablet 
within a tablet” to provide stability and to re- 
lease in sequence antacid and anti-inflammatory 
components. 


Prednisone Buffered 


Philadelphia 1, Pa. 
Division oF Merck & Co., INc. 


Supplied: Multiple Compressed Tablets of 
*Co-De tra’ and ‘Co-HyDELTRA’, each contain- 
ing 5 mg. prednisone or prednisolone, 300 mg. of 
dried aluminum hydroxide gel, U.S.P., and 50 
mg. of magnesium trisilicate, U.S.P., bottles of 
30 tablets. 


and ‘Co-HypevTRa’ 
are the trademarks of Mercx & Co., INc. 
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HOW VAGISEC LIQUID 


PENETRATES 


RECESSES OF VAGINA 
AND EXPLODES 
TRICHOMONADS 
OFTEN MISSED 


00 OFTEN AN ORDINARY trichomonacide fails to 
pete vaginal trichomoniasis because it has little 
or no effect on parasites that are not on the surface. 
Trichomonads burrowed deeply into the roughened 
mucosa survive and set up new foci of infection. In 
fact, even a few hidden trichomonads remaining 
after treatment can cause acute exacerbations. With 
Vacisec® liquid and jelly you can overcome this 
most troublesome problem. 

Penetrates thoroughly — This new and unique trich- 
omonacide spreads out and wets the entire vaginal 
surface. It rapidly dissolves mucinous materials, fats 
and blood clots.1 It penetrates the cellular debris that 
lines the vaginal walls and shields the parasites, 
reaching trichomonads deep in their hiding places. 


Explodes trichomonads — Vacisec liquid actually ex- 
plodes trichomonads within 15 seconds after douche 
contact.2 Two surface-acting agents and one chelat- 
ing agent combine to weaken the cell membrane, 
to remove the waxes and lipids, and to denature the 
protein. With its cell wall destroyed, the parasite im- 
bibes water, swells and explodes. All this occurs within 
15 seconds. Only scattered fragments remain. 
Proves highly effective — With the Davis techniquet 
you can now rid patients of “trich,” even cases that 
have resisted other treatment. Vacisec liquid was 
developed as “Carlendacide,” by Dr. Carl Henry 
Davis, M.D., noted gynecologist and author, and 
C. G. Grand, research physiologist. Clinical trials 
by more than 150 physicians show better than 90 per 
cent success.3 

Use liquid and jelly —In the Davis technique, Vacisec 
liquid is used in office therapy. At the same time, 
liquid and jelly are prescribed for home use. They are 
well tolerated, leave no messy discharge or stain. 


Office treatment — Expose vagina with speculum and 
wipe walls dry with cotton balls. Then wash thor- 
oughly with a 1:100 dilution of Vacisec liquid. Re- 
move excess fluid with cotton balls. Dr. Davis 
recommends six treatments. 


Home treatment—Patient douches with Vacisec liquid 
every night or morning and then inserts Vacisec jelly. 
Home treatment is continued through two menstrual 
periods, but omitted on office treatment days. Douch- 
ing contraindicated in pregnancy. 


Photomicrograph of section of 
epitbelium of normal vaginal 
mucosa, enlarged 750 times, shows 
uneven surface where trichomonads 
bide. Vacisec penetrates surface 
and explodes organisms in 
bard-to-reach areas. 


One course of treatment —“If the treatment has been 
accomplished as directed,” the patient “will have no 
flagellates provided the infection was limited to the 
vaginal canal... A few women have infected cervical, 
vestibular or urethral glands and require other types 
of treatment.”4 Continued douching with Vacisec 
liquid two or three times each week for eight to 
twelve weeks helps prevent re-infection. 


Prevents coital re-infection — Infected husbands are 
“...a potential source of re-infection in wives suc- 
cessfully treated.”5 Prescribe for your patients the 
protection afforded by Schmid high quality condoms. 
Specify the superior RAMSES® rubber prophylactic, 
transparent, tissue-thin, yet strong. If there is anxiety 
that rubber might dull sensation, prescribe XXXX 
(rourEx)® prophylactic skins, of natural animal 
membrane, pre-moistened. 


Active ingredients in Vacisec liquid: Polyoxyethylene nonyl 
phenol, Sodium ethylene diamine tetra-acetate, Sodium dioctyl 
sulfosuccinate. In addition, Vacisec jelly contains Boric acid, 
Alcohol 5% by weight. 


References: 1. Davis, C. H., and Grand, C. G.: Am. J. 
Obst. & Gynec. 68:559 (Aug.) 1954. 2. Davis, C. H.: J.A.M.A. 
157:126 (Jan. 8) 1955. 3. Davis, C. H.: West. J. Surg. 63:53 
(Feb.) 1955. 4. Davis, C. H. (Ed.): Gynecology and Obstetrics 
(revision), Hagerstown, W. F. Prior, 1955, vol. 3, chap. 7, pp. 
23-33. 5. Lanceley, F., and McEntegart, M. C.: Lancet 1:668 
(Apr. 4) 1953. 


JULIUS SCHMID, ic. 
gynecological division 
423 West 55th Street, New York 19, N. Y. 


Vacisec, RAMSES and XXXX (FOUREX) are 
registered trade-marks of Julius Schmid, Inc. 
tPat. App. for 
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with confidence 


All physicians appreciate the strictness of pharmaceu- 
tical standards. Pablum Cereals are the only baby 
cereals made by nutritional and pharmaceutical spe- 
cialists. All four Pablum Cereals are enriched with 
thiamine, riboflavin, calcium, phosphorus, copper, and 
with iron in its most assimilable form. 


Now available in these bright new packages. 


Dum Droduate DIVISION OF MEAD JOHNSON & COMPANY, EVANSVILLE, IND. © Manufacturers of nutritional and pharmaceutical products 
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Mixed Barley 


The Full-Liquid Diet 
pulls its own weight! 


Packing good nutrition into the full-liquid diet for 
your patient who must stay on it a long time is some- 
times difficult. But with a blender or egg beater, almost 
any food can be used. 


Mix the same foods many ways— 

Strained chicken in milk makes “bisque” —in tomato juice it’s 
“creole.’’ Strained liver and bacon double-times the same way. 

Your patient may like cottage cheese whipped into milk 
flavored with chocolate and mint, or he can blend it with 
cranberry juice sparked with lime. 

Strained carrots go in milk, broth, or pineapple juice. Flavor 
the milk blend with nutmeg, the broth with parsley, and the 


juice with cinnamon. An egg or skim milk powder may be 
added for a protein bonus. 


Strained fruits in fruit juices do well with a squeeze of lemon 
or a touch of mint. 


Then serve them up with dash— 


Bright colored drinks look good in clear glass—pale ones in 
gayly painted glasses. And if a mixture looks drab, hide it in a 
bean pot or a round jam jar wrapped in a napkin. 

Add a bright plastic straw. And for garnish, try a sprinkle of 
spice, a spoonful of sherbet, a dab of whipped cream, or a 
lemon slice hooked on the edge of the glass. Or frost the rim 
by dipping the glass in water, then sugar. 


Of course, only you can tell your patient just which foods 
he can and must have. And if you feel that a glass of beer* 
is acceptable in his specific condition, it may provide the 
incentive he needs to stay within the limits you set. 


United States Brewers Foundation 
Beer — America’s Beverage of Moderation 


*bH 4.3; 104 calories / 8 oz. glass (Average of American Beers) 


If you'd like reprints for your patients, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17.N. Y. 
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your patient should not be 


endangered by fluid accumulation 


during “rest periods’ 


YOUR PATIENT NEEDS AN 
ORGANOMERCURIAL 


When a diuretic must evoke acidosis to be effective, continued 


administration without dosage limitation results in refractoriness. 


Other diuretics may require interrupted dosage to avoid gastro- 
intestinal irritation. 


But the sustained diuresis achieved by the organomercurials never 


necessitates routine “rest periods” because of their mode of action. 


net NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCUR!-2-METHOXY-PROPYLUREA 


EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure MERCUHYDRIN® SODIUM 
BRAND OF MERALLURIDE INJECTION 


“LAKESIDE 
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Meat... 


and the Rehabilitation of 


Protein Depleted Patients 


Although the recommended daily allowance of one gram 
of protein per kilogram of body weight is adequate for the average healthy 
adult,! greater amounts may be needed in the rehabilitation of patients 
depleted in protein after severe infections, mechanical trauma, burns, or 
extensive surgery.” Protein needs for tissue regeneration during convales- 
cence are high. 


To speed rehabilitation of the protein depleted patient, top quality 
protein and calories should be given in generous quantity. However, a 
high protein intake, 130 grams daily, at best induces a slow response.* 
Intakes at 3 or 4 times that level may produce considerably more rapid 
gain in weight, strength, and morale.*:> If mastication and swallowing are 
difficult, canned strained meats—such as used in infant feeding—may be 
used to advantage in the high protein diet.? 


Lean meat, outstanding in contained top quality protein, may well 
be made the keystone of the high protein diet. Its abundance of vitamin 
B complex and essential minerals—iron, phosphorus, potassium, and mag- 
nesium—adds to its therapeutic value. Important also are its appetite 
appeal, its easy digestibility, and its virtual freedom from allergenic 
properties. 

1. Recommended Dietary Allowances, Washington, D. C., National Academy of Sciences— 
National Research Council, Publication 302, 1953. 


2. Co Tui: Review: The Fundamentals of Clinical Proteinology, J. Clin. Nutrition 7:232 (Mar.- 
Apr.) 1953. 

3. Keys, A.; Brozek, J.; Henschel, A.; Mickelsen, O., and Taylor, H. L.: The Biology of Human 
Starvation, Minneapolis, Univ. of Minnesota Press, 1950. 

4. Burger, G.C.E.; Drummond, J.C., and Sandstead, H.R.: Malnutrition and Starvation in 
Western Netherlands, The Hague General State Printing Office, 1948, Part II, p. 91. 

5. Co Tui; Kuo, N.H.; Chuachiaco, M., and Mulholland, J.H.: The Protein Depletion (Hypo- 


proteinia) Syndrome and Its Response to Hyper-Proteinization, Anesth. & Analg. 28:1 
(Jan.-Feb.) 1949. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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All the benefits of prednisone 


and prednisolone 


plus positive antacid 


action to minimize 
gastric distress 


ys 

Multiple Compressed Tablets of ‘Co-DELTRA’ 
and ‘Co-HyDELTRA’ are designed to help the 
physician cope with the problem of gastric dis- 
tress which might otherwise become an obstacle 
to therapy with the newer steroids prednisone 
and prednisolone. Each Multiple Compressed 
Tablet is specifically formulated as a “tablet 
within a tablet” to provide stability and to re- 
lease in sequence antacid and anti-inflammatory 
components. 


Prednisolone Buffered MULTIPLE 


and COMPRESSED 


Supplied: Multiple Compressed Tablets of 

*Co-Dettra’ and ‘Co-HyDELTRA’, each contain- 

ing 5 mg. prednisone or prednisolone, 300 mg. of 

SHARP dried aluminum hydroxide gel, U.S.P., and 50 

®DOHME mg. of magnesium trisilicate, U.S.P., bottles of 
30 tablets. 


Philadelphia 1, Pa. ‘Co-Dettra’ and 
Division OF Merck & Co., INC. are the trademarks of Merck & Co., INC. 


“TABLETS 
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Specializing 
in your patients’ HOSPITAL, SURGICAL and MEDICAL 


insurance problems makes the local AMERICAN HEALTH 
AGENT a velued “‘Doctor’s Aide.’’ 


im 


Because he is a specialist who focuses his attention on 
Health Insurance, the local American Health Agent has won a 
position of friendship and trust. 


As acareer agent in his chosen field, it is his purpose to serve 
both Doctor and patient as a true “friend in need”’ at all times, 
————<, With prompt settlements, efficient service, and a sympathetic 
understanding of the problems of the medical profession. 


HEALTH 
(INSURANCE 


CORPORATION 
Baitimone 


Complete 
Local Service] American Health 
In INSURANCE CORPORATION 
Your State 


FIRST NATIONAL BANK BUILDING, BALTIMORE 2, MD. 
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On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


Alglyn Tablets _| 


Wids 


Minutes 


91530 6 9 


dihydroxy aluminum aminoacetate 


this most recent form of aluminum ant- 
acid therapy is as active—IN TABLET 
FormM—as the various aluminum hydrox- 
ide preparations are in Liguip form: 


“Dihydroxy aluminum aminoacetate ... shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Algtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets'. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Reprint of recenr 
in vivo studies avail- 
able on request 


38 :586, 1949. 


Maiglyn Compound, each tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Belglyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
2. Hammarlund, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


Braylen PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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help in threatened 
and habitual abortion... 
mauent nosebleeds, gum bleeding and easy bruising were observed in 
study! 
nothe r investigator2,report abn ci 
% of habitual aborters. 
ermeability and fragility by acting to in the integrity of the 
“cement” substance of capillary walls. Thus, C.V.P. may bea helpful 
1c in the management c habitual 
— he capillary-protectant factors of 
: bined with ascorbic acid. C.V.P. is water-soluble and believed to ae 
re readily absorbed than relatively insoluble ru 


arthritis 
continuing benefits 


for successful corticosteroid therapy 


METICORTELONE 


(PREDNISOLONE) 


* therapy usually undisturbed by sodium retention, 
edema, weight gain 


* excellent relief of arthritic pain, swelling, 
tenderness 


* spares patients salt-poor diets 
* up to 5 times as potent as hydrocortisone 


Available as 1, 2.5, and 5 mg. tablets; 2.5 and 5 mg. capsules 
METICORTELONE,’ brand of prednisolone. 


*T.M. ML-J-66-256 
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........ permits accurate dosage titration 
to produce the maximum therapeutic effect 


Available in scored Since initial digitalization and maintenance dosage must be 

tablets of 0.05 mg. (orange), carefully individualized, ‘Crystodigin’ fulfills the important re- 

0.1 mg. (pink), 0.15 mg. quirements of a preferred digitalis. ‘Crystodigin’ is a crystalline- 

(yellow), and 0.2 mg. pure, uniformly potent single glycoside that is completely ab- 

(white); and in sorbed in the gastro-intestinal tract. With ‘Crystodigin,’ the 

1-cc. and 10-cc. ampoules, maximum therapeutic effect can be safely determined by dosage 
0.2 mg. per cc. titration in increments as small as 0.025 mg. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


ANNIVERSARY 1876 + 1956 
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Guest Editorial... . 


N 1955, over 38,000 Americans were killed in highway crashes, and more than one 
and one-quarter million sustained serious injuries. 


Any disease which took such a toll would demand the attention of every physician 
in this country. Can we, with justification, disassociate ourselves from our obvious 
duties to prevent such disabling injuries and to preserve life to the best of our abilities ? 


The whole history of medical progress is interwoven with the successful prophylactic 
acccmplishments of men and women like Pasteur, Lister, Curie. Koch, and, in our own 
generation, Salk. We, too must meet a challenge more deadly than most bacteria 
borne threats carry against our greatest potential, our youth! The toll from highway 
crashes can and must be reduced. 


The physician can well be proud of the results he has obtained in the definitive care 
of the injured. He had been responsible for the introduction of prompt efficient splint- 
ing, more intelligent first-aid, adequate treatment of shock, debridement of open 
wounds, the use of antibiotics to control infection and for a better understanding of 
fiuid balance. 


The Committee on Trauma of The American College of Surgeons under the chair- 
manship of Dr. Arnold Griswold of Louisville, Kentucky, sponsors along with the 
American Red Cross, the education of fellow physicians and lay-workers in the care 
of the injured. 


Dr. Fletcher Woodward, of Charlottesville, Virginia, Chairman of the A.M.A. Cem- 
mittee on medical aspects of automobile injuries and deaths, has been a pioneer in 
stimulating interest and research in the problem of automobile crashes. It has been 
through his efforts that automobile companies have acknowledged the need for the 
use of safety belts, crash padding, collapsible steering wheels, safety locks on doors, 
and many other devices which are already available, though, unfortunately not 
mandatory. 


Every Virginia physician acting through his County Medical Society should imme 
diately send a resclution to his governmental representatives—both Federal and State 
demanding legislation to insure the building of safer automobiles by way of federal 
control, such, for example, as is now exercised over the airplane industry by the Civil 
Aeronautical Authority. 


Request that the chemical tests for drunken driving be made mandatory and that 


such evidence be admitted for use in our ccurts. 


Insist on mandatory jail sentences for drunken drivers and demand more rigid 
and uniform enforcement of laws already enacted. 


May, 1956 
Vor. 83, No. 5 
1247 


It is not enough to be vocal—we must create unceasing pressure on our legislators. 
The medical profession has never before been accused of complacency in the face of 


national disaster. 


in the lives of our fellow countryman! 


We must again and again demonstrate our ideals and our interest 


I commend to you for your consideration a resolution unanimously passed recently 
by the Albemarle County Medical Society of Virginia. 


CHARLES JAMES FRANKEL, M.D. 


Editor’s Note: The resolution by the Albemarle County Medical Society was published on page 


134 of the March issue of the Monthly. 


Delay in Seeking Surgical Care 


A new explanation of the familiar experience of 
putting off a visit to the doctor even when danger 
signals are present has been given by a group of 
Cincinnati researchers. One of their major findings 
in a survey of Cincinnati surgical patients was that 
people do not delay just because they aren’t aware 
of what the danger signs mean. In fact, among 200 
patients, the perscn who was totally ignorant of 
the important of danger signals was ‘extremely 
rare,” indicating that the medical profession and 
medical publicists have done a good job of educat- 
ing the public. (April 7th Journal of the American 
Medical Association. ) 

Of the 200 patients surveyed, 23 had no oppor- 
tunity to delay seeking surgical treatment, and no 
information was obtained on 11. Of the 166 patients 
who had an opportunity to delay, 71 did so. Many 
of these delayed, not because of ignorance of the 
danger signs’ meaning, but because of various per- 
sonality and emotional factors, the survey showed. 

In addition, it disproved several other reasons 
frequently given as causes of delay. Delaying pa- 
tients were of all ages 


or “old and fatalistic.” 


not “young and foolish” 
There was no difference 
in intelligence between those who delayed and those 
who did not. Sex was not a factor; men and 
women were almost equally represented in both 
delay and nondelay groups. 

The survey neither confirmed nor denied the idea 
that cost influences delay. All of the patients were 
in a hospital which provides care even for those 
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who cannot pay, but some might have delayed be- 
cause they were ashamed of having to accept free 
treatment. 

Their study also disproved the idea that delay 
is a symptom of one or another specific type of men- 
tal illness. There was no significant difference in 
the psychiatric diagnoses of delayers and nonde- 
layers. 

The researchers did find, however, that delay 
resulted from various conscious and unconscious 
factors operating before, during, and after recogni- 
tion of a sign or symptom. The kind of illness 
suffered could play a part in the delay, but was 
not by itself a sufficient reason. 

While the medical profession and publicists have 
been successful in reaching most persons with 
straight information about disease, there is. still 
much to be done to overcome these emotional factors 
causing delay, the authors said, suggesting that there 
be some changes in the emphasis in public education 
and that more attention be paid to the emotional 
factors during medical and surgical treatment. 

Making the report were James L. Titchener, M.D., 
Israel Zwerling, M.D., Ph.D., Louis Gottschalk, 
M.D., Maurice Levine, M.D., William Culbertson, 
M.D., Senta Cohen, Ph.D., and Hyman Silver, 
Ph.D., from the University of Cincinnati College of 
Medicine. Dr Zwerling is now at Albert Einstein 
College of Medicine, New York. The study was 
supported by a grant from the National Institute of 


‘Health, Bethesda, Md. 
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The Radioactive Gold (Aul98) Program 


A Preliminary Report 


HE intracavitary use of radioactive colloidal 
gold in the treatment of neoplasms was instituted 
at the University of Virginia Hospital under the 
direction of the Radioactive Isotopes Committee in 
March, 1954. 


clinical results obtained in sixteen patients. 


This is a preliminary report of the 


PHARMACOLOGY AND PHysICAL CHEMIsTRY!® 


The isotope radiogold (Au™*) is prepared from 
stable gold (Au) by neutron bombardment in a 
nuclear reactor. The size of the particles ranges 
from 0.003 to 0.007 micra. The concentrated col- 
loidal solution (Aurocloid') may be diluted with 
water, saline, procaine hydrochloride and many other 
solutions. Radiogold solutions are self-sterilizing 
after 24 hours, are relatively stable to heat, but 
should not be autoclaved under pressure. 

Radiogold has a half-life of 2.7 days, and 95 
per cent of its energy is delivered in 11 days. Its 
radiation consists essentially of a 0.97 mev beta 
Between 90 and 94 
per cent of its radiation is beta ray and from six 


and a 0.411 mev gamma ray. 


to ten per cent gamma ray. 

Due to wide variations in distance, volume, and 
distribution, the exact dosage of radiation delivered 
via an intracavitary instillation of radiogold can 
not be precisely calculated. Several authors have 
estimated the dosage from intraperitoneal adminis- 
tration of 100 mc of radiogold to be about 3000 r.4* 

Radiogold instilled into a body cavity quickly 
flocculates on the serous surfaces by absorption and 


phagocytosis®‘. A small percentage may be dis- 
persed via the lymphatics; a smaller amount ulti- 
mately enters the blood stream and is concentrated 
in the reticulo-endothelial system. A very small 
amount may be transported from one serous cavity 


to another; but the greater part remains on the serous 
From the McIntire Tumor Clinic, University of Virginia 
Hospital and Medical School, Charlottesville, Virginia. 
1Supplied by: Abbott Laboratories, Oak Ridge, Ten- 
nessee. 
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surfaces,® from 50 to 75 per cent being absorbed 


within 24 hours’. 


INDICATIONS FOR INTRACAVITARY USE 


Palliative: The accumulation of fluid in the pleu- 
ral, peritoneal and pericardial cavities as a com- 
plication of metastatic malignancy is not unusual and 
occurs especially with metastases from tumors of the 
breast and ovary. The fluid accumulates so rapidly 
that repeated thoracenteses or paracenteses or peri- 
cardial aspirations become necessary for the relief 
of pressure symptoms. The body proteins are ulti- 
mately depleted, and the rapid alteration of pressure 
symptoms and decompression become a source of 
anxiety and discomfort for the patient. The exact 
mechanism by which metastatic disease causes effu- 
sion in serous cavities has not been adequately ex- 
plained. However, it has been shown that radio- 
gold introduced into the cavity destroys some of 
the malignant cells and inhibits the recurrence of 
fluids**. Because 90 per cent of the energy emitted 
by radiogold is in the form of beta radiation, the 
maximum effect is in the one or two millimeters of 
tissue closest to the serosal surface. Only the most 
superficial malignant cells are affected and tumor 
masses are not materially influenced. The reduc- 
tion of the rate of effusion is probably due more to 
superficial lymphatic sclerosis than to tumor inhi- 
bition®. Therefore, the selection of radiogold as a 
means of delivering radiation rather than roentgen 
therapy should be reserved for the patient with 
abdominal, pleural or pericardial effusion secondary 
to multiple, small serosal metastatic implants. 

Prophylactic: In an occasional patient with no 
evidence of extension or metastases at the time of 
operation, an ovarian cystic malignancy is ruptured. 
Spillage of malignant cells into the peritoneal cavity 


must be assumed. In this situation, the choice of 


JAMES P. BAKER, M.D., American Cancer Society 
Clinical Fellow in Surgery. 
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radiogold seems preferable to roentgen therapy for 
the indicated prophylactic radiation. 


MertTHOD OF ADMINISTRATION 


In our Isotope Laboratory the radiation physicist 
and his technician use remote control tools (Figure 


1) to dilute the desired dose of Aurocloid with normal 


Fig. 1 Method and equipment used to withdraw 
and dilute the radiogold. 


saline and to place the solution into the bottle which 
fits into the brass-lead container shown in the upper 
left-hand corner of Figure 2. From the glass “Y” 


9 


Fig. 2—Apparatus used to administer radiogold. 
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connecting the saline reservoir with the radiogold 
container a single tube leads to the patient. A thora- 
centesis or parencentesis is done and after the desired 
amount of effusion has been withdrawn, the rubber 
tubing leading to the patient is fitted, in the case 
of an intra-abdominal administration, to polyethy- 
lene tubing which has been passed through a trocar 
into the abdominal cavity; or, in the case of an 
intrapleural administration, to a three-way stop- 
cock which has been placed on a needle in the 
pleural space. 

The saline reservoir in the upper right-hand 
corner, Figure, 2, is used to rinse the residual radio- 
gold from the container and tubing into the patient. 
The needle of polyethylene catheter is then with- 
drawn, and the patient is removed immediately to a 
private room, care being taken to determine that the 
room is large enough and the bed so placed that no 
radiation reaches the patients in adjoining rooms. 
The patient is either placed cn an oscillating bed 
or instructed to turn every fifteen minutes for the 
first few hours in order to insure an even distribution 
of the gold within the body cavity. 

By daily scanning, the time that nurses, other 
personnel, and visitors may remain in the room is 
determined. In five to ten days, depending upon 
the dosage given, the radioactivity has fallen off 
enough for the patient to be returned to ordinary 
nursing care or discharged. 


COMMENTS 

Sixteen patients have received radiogold since the 
institution of its use at the University of Virginia 
Hospital. A total of 19 doses have been given. 
Fourteen patients have received one dose, one patient 
received two doses, and one patient received three 
doses. Intraperitoneal instillation of radiogold was 
performed thirteen times and intrathoracic instilla- 
tion six times. No significant side effects have 
occurred, 

The primary malignancies were ovarian (12), 
colonic (2), gastric (1), and mammary (1). In one 
patient the site of the primary malignancy was never 
fully established. Two patients had Hodgkin's 
disease. 


The results were as follows: 


Died in less than 1 ~~~ ~~~ 4 
Indeterminate because gold and roent- 
gen therapy were given almost simul- 
Prophylactic dosage _......-------- 2 


This leaves 8 patients in whom the effect of radio- 
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gold therapy upon effusion could be evaluated: 
Failure (effusion not influenced) 
Fair result (continued taps necessary 
but at less frequent intervals) 
Good result (either no more taps needed 
or long intervals before fluid reaccu- 
mulation ) 


The most outstanding success was in one of the 
patients who had Hodgkin’s disease. Frequent tho- 
racenteses for pleural effusion had become necessary. 
Following therapy with radiogold the patient lived 
twenty months without requiring another thoracen- 
tesis. 
CONCLUSIONS 

Intracavitary radiogold therapy is a useful 

addition to the procedures available for the 

treatment of malignancy. 

Its usefulness as a palliative procedure is lim- 


ited to patients suffering from peritoneal, pleu- 


ral, or pericardial effusion secondary to mul- 
tiple small serosal metastatic implants. 
Radiogold has been used as a prophylactic treat- 
ment in an attempt to sterilize the peritoneal 
cavity when spillage of malignant cells into 
an otherwise normal peritoneal cavity during 
surgical procedures has occurred. 

Sixteen patients have received radiogold with 
good results in six cases, fair results in one 
case, and failure in one case. Four patients 
died in less than one month, one case was lost 
to follow-up, and one case could not at this 
time be properly evaluated because of con- 
taminant roentgen ray therapy. 


5. ‘Two prophylactic doses of radiogold have been 
administered and its effectiveness when used 
for this purpose cannot be statistically evalu- 
ated for some years to come. 
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Mental Health Problem 


More than ten million Americans—1 in every 
16—are now suffering from some form of men- 
tal disorder. 


There are 750,000 men, women and children 
under the care of mental hospitals today— 
more than there are in all other hospitals com- 
bined. 


Each year 250,000 new patients are admitted 
to mental hospitals. 


83, May, 1956 


The average state mental hospital has only 
about 5 doctors for every 10 it needs—3 reg- 
istered for every 10 it needs—3 social workers 
for every 10 it needs—2 clinical psychologists 
for every 10 it needs. 

There are about 1,200 mental health clinics 
in the country. Only half of these operate full 
time. Many part-time clinics are open only a 
few hours a month. There should be at least 


3,300 full-time clinics. 


| 
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Wire Brush Planing for Post-Acne Scarring 


HE purpose of this paper is to describe the 

method of dermalabrasion developed by Abner 
Kurtin in 1952 and to discuss the results which we 
have obtained with this procedure. 

Scarring due to disease is one of the oldest prob- 
lems for which physicians have been consulted. Ar- 
cheologists have discovered prescriptions 2000 years 
old which were tried with probably meagre success. 
With the relative disappearance of small pox in 
the civilized world, acne vulgaris is probably the 
condition which produces more facial scarring than 
any other common disease. Modern treatment for 
acne, particularly if begun early, can prevent a great 
deal of scarring, but by no means all of it. It is 
undoubtedly true that patients who have severe acne 
and are told to out grow it have the worse scars. 
The scarring may result from severe cystic acne 
from the start, or by the appearance of occasional 
large pustular lesions over a period of time. 

The effect of facial scarring early in life in the 
average patient cannot be underestimated. Aside 
from the psychological effect and physical rejecticn 
by the opposite sex, these patients suffer in other 
ways. Young men and women are often turned 
down for jobs because their facial appearance is 
not pleasing and acceptable And, furthermore, these 
people are painfully aware that the general public 
tends to identify them as ‘So and so with the bad 
complexion”, or “With all the pock marks”. People, 
in general, will not let the scarred ferget their looks 
even if they are able. It is an interesting fact 
that many of the patients who seek help for scarring 
are happily married but will do anything to obtain 
help with a condition which to them is a great burden 
to carry. The need for procedures to improve the 
appearance of these patients is a very real one. 

The use of power driven tools for the treatment 
of various conditions of the skin is not new. Kro- 
meyer,! beginning in 1905, published a number of 
articles describing the use of power driven cylindrical 
knives and dental burrs which he used to remove 
benign small lesions of skin, tattoos, and scars. He 
reported in 1929 his experience with what he called 
a “Leveling cperation” for small pox scars by which 


Presented at annual meeting of The Medical Society 
of Virginia, Richmond, October 16-19, 1955. 
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he leveled the skin around the pocks to level off the 
floor of the lesion. He apparently did this procedure 
under novocaine. 

In 1947 Iverson? first used carpenter’s sandpaper 
wrapped around a three inch roll of gauze bandage 
for the removal of traumatic tattoos of the face. 
The operation, under general anesthesia, was com- 
bined with the coagulating action of tannic acid and 
silver nitrate. McEvitt® was the first to apply the 
sandpaper technique to the correction of acne pits. 
Under general anesthesia he abraded the entire face 
by hand, and also used assorted motor driven discs 
for small inaccessible facial contours. An average 
of three sandings per patient were required. The 
use of sandpaper for abrasion brought to light sig- 
nificant facts regarding the ability of skin to heal 
without scarring. Iverson noted that he would 
even go to the point where subcutaneous tissue grad- 
ually made its appearance on pin point elevations 
of fat through the abraded corium. Rosenburg* has 
shown that one can abrade to the level of the sweat 
glands without scarring. This histogensis of heal- 
ing as described by Gillman, Penn? and others who 
studied splint skin grafts is identical with the heal- 
ing from abrasion. They showed that new epithelium 
is generated from neighboring undamaged skin and 
from hair follicles and sebaceous gland ducts. Abra- 
sion always is best done in areas where pilosebaceous 
units are concentrated. 

Histologically and clinically three complications 
may develop. The first is erythema which is of short 
duration. Hyperpigmentation may occur but dis- 
appears in six to eight weeks. Occasionally milia 
occurs which can be easily removed and do not 
reoccur. 

The procedure devised by Kurtin is an operation 
without general anesthesia and is an office procedure. 
Candidates for that procedure are informed thorough- 
ly what to expect. Patients with “Ice Pick” (‘or 
narrow punched out”) scars, as well as those with 
undulating wavy type scars cannot expect as much 
improvement as the average patient. The patients 
are impressed with the fact that all scars cannot be 
removed but that they can expect about 60 to 80% 


improvement in their appearance. Most all patients 
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when completed consider these percentages as under- 
statements. 

The Kurtin procedure as we use it is as follows: 

Pre-operatively the face is thoroughly cleaned 
with soap and water. Plastic ice packs containing 
5% propylene glycol in water are placed over the 
areas to be planed and allowed to stay for about 
twenty minutes. 


This produces initial chilling of 
the skin and reduces the momentary discomfort en- 
countered when spraying with ethyl chloride. In 
addition this period is well spent because the patient 


becomes more relaxed prior to operating. 

The anesthesia used is coarse spray ethyl chloride 
which is sprayed on the area to be planed. The 
freezing action of this material is accelerated by 
an air blower which is directed toward the field. 
The blower also dispenses the fumes of ethyl chloride 


which if inhaled a great deal are toxic. For this 


Fig. 1.—-Average Case Before Planing. 


reason cotton is placed in the nostril adjacent to the 
area to be planed and pressure applied by the as- 
sistant to the nostril when the material is used close 
to it. 


occurred when these precautions are taken, 


We know of no cases in which toxicity has 
Work 
is now being done with fluorinated hydrocarbons 
such as freon as an anesthetic, but we have not felt 
it necessary to change the anesthetic we use. 

The wire brushes are of stainless steel wire 0.003 
inches in diameter and each strand is slightly curved 
in the direction of rotation. The brushes themselves, 
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are 3/4 inch in diameter and vary in thicknesses. 
The brush is attached to a flexible hand piece and 
shaft which is turned by an electric motor of 1/12 
H. P. at 15,000 revolutions per minute. This is 
approximately twice as fast as the average machine 
used by dentists. 

The size of areas to be planed at each freezing 
vary with the operator. We have elected to do about 
two square inches at a time. The area is painted 
with gentian violet 2%, frozen and planed. The 
purpose of the dye is mainly to give distinct outline 
to the area selected. When frozen skin begins to 
thaw the whitish appearance disappears and it is 
difficult to tell anesthetized from unanesthetized skin. 
Furthermore, with dye applied, one does not tend 
to leave any small areas of unplaned skin which is 
always not easy to tell in a field which is gradually 
becoming bloody. 


Fig. 2.—-One Month Following One Planing. 


The brush is pulled across the frozen skin at right 
angles to its rotation. When sprayed with ethyl 
chloride for about 15 seconds the skin is quite hard 
and one gets a definite sense of resistance against 
the brush. The operator and the assistant wear clear 
plastic masks since there is considerable debris 
thrown by the brush from the field. 

Following the planing of each area gauze is ap- 
plied to absorb bleeding which does not last more 
than three to four minutes. Some serous oozing 


occurs slightly for about twenty-four hours. 


: 


All areas of the face elected for planing are done 
at one operation. 

The usual site of operation is the cheeks and the 
chin if needed. ‘There is no evidence of demarka- 
tion when healing occurs if the chin is omitted. 

Following the operation telfa plastic gauze dress- 
ings are applied and patients are told to remove 
these as soon as they arrive at home. 
of any kind are used except these. 


No dressings 
In about twenty- 
four hours a heavy crust forms which separates at 
the time of re-epitheliazation in from eight to ten 
days. During this time the patient is asked to re- 
main indoors. 


There are no pre-operative drugs given. Post- 
operatively we prescribe terramycin 100 mg. q.i.d. 
for four days but believe this to be a precaution 
which is probably unnecessary. The patient is given 
nembutal gr. 1-1/2 for two nights mainly because 
they fear that they will do some harm to the planed 
area in their sleep. 

There is practically no discomfort to this pro- 
cedure except for some soreness during the first 
twenty-four hours. We have had no refusals for 
replaning because of pain or any other discomfort. 

When the crust separates the skin is slightly red 
for about four to six weeks. This redness is’ es- 
pecially evident on exposure to sun light. Because 
of this fact, Skolex cream is prescribed during this 
period when exposed to sun, but only in the summer 
months. Replaning is done at three months in- 
tervals. 

In the past eighteen months we have operated 
upon thirty patients for post acne scarring. We 
have not planed a patient more than twice. Over 
fifty per cent were satisfied with their appear- 
ance after one planing. It is the common experience 
of all operators doing this procedure that the patient 
is often more pleased after one planing than is the 
physician and, further, there is often at this time 
a great psychological change for the good. If the 


patient is pleased with one procedure, we have not 
urged them to proceed with further planing. 

It is our feeling and that of many others that the 
best results are obtained when planing is done lightly 
and repeated two or three times if necessary. We 
have had only one patient who was dissatisfied with 
the procedure. He was planed lightly once by us 
and six weeks later elected to have a small area 
sanded under novocaine for comparison by another 
physician. The area sanded was done quite deeply 
and definitely had a more smooth appearance in 
that area. He logically concluded that sanding was 
a better procedure. One can brush deeply and ac- 
curately with the planing instrument, but planing 
mildly does produce in the long run better results 
than if we elected to go as deep at one procedure 
as possible. 


In summary, the Kurtin procedure with some mod- 
ifications has been described. The results of this 
procedure in our hands have been gratifying, par- 
ticularly to the patient. We believe this procedure 
to be a great addition to the means of improving 
the appearance of the acne scarred patient. 
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HE term “myocarditis” has been badly abused 
in the past, chiefly by clinicians when referring 
to degenerative and fibrotic changes on the basis 
of vascular disease. Following repeated clinical- 
pathological correlations indicating the frequent in- 
accuracy as it was used, a reaction developed cul- 
minating in the statement by Sir Thomas Lewis! 
that “myocarditis” is scarcely justified clinically ex- 
cept in relation to rheumatism. 


INCIDENCE 


In recent years, however, medical literature has 
abounded with observations that clearly indicate 
that the heart is involved by a true inflammatory 
process far more frequently than has been realized. 
Saphir has made an exhaustive review of the subject’, 
and a number of authors have described clinical 
and/or autopsy findings on non-specific myocardial 
involvement in a wide variety of diseases, a partial 
but representative list of which is noted in the bib- 
liography***, Gore and Saphir demonstrated myo- 
carditis in 1,402 cases of more than 40,000 autopsies 
received at the Armed Forces Institute of Pathology 
from 1942 to 1946. 


to rheumatic fever or diphtheria, with the balance 


Only 20% of these were due 
attributed to about fifty different causes*. Marcuse 
found thirty-six cases of non-specific myocarditis in 
3,800 autopsies, the majority of which showed pri- 
mary pulmonary lesions’. 

In contrast to cases of non-specific myocarditis in 
which there is recognizable extra cardiac disease, 
there is a highly interesting grcup in which non 
specific changes occur in the absence of any major 
pathologic condition involving either the endocar- 
dium and pericardium or the entire body, and in the 
absence of all known agents which might cause myo- 
cardial involvement. This is variously referred to 
as Fiedler’s myocarditis after Alfred Fiedler who 
first described a case of interstitial mvocarditis in 
1900; idiopathic myocarditis, indicating its unknown 
origin and etiolegy; and isolated myocarditis, em- 
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phasising that the pathologic lesions are located solely 
in the heart muscle. 

Scott and Saphir reported the first cases of Fied- 
ler’s myocarditis in American literature“, and re- 
viewed the world literature to that time. Since then 
there have been a great many reviews and case re- 
ports, a partial list of which can be found in the bib- 
liography***. An accurate estimation of the number 
of such cases reported is impossible, however, due 
to the problem of semantics which is involved, for 
the meaning and interpretation of the words ‘‘idio- 
pathic” and “isolated” are all important in decid- 
ing which cases fall in this category. 

Clinically the incidence of non-specific myocardi- 
tis is difficult to evaluate because of the unsatisfac- 
tory and varied criteria used by different authors to 
establish the diagnosis, because of the low mortality 
of a number of diseases in which it has been de- 
scribed, and because of the all too infrequent clini- 
cal-pathological correlations. Review of the chart 
of a patient who comes to autopsy with findings 
of extensive myocardial changes often reveals that 
myocardial disease was not suspected, and that there 
is not enough data to make an adequate correlation. 
Finally, the myocardium is unique among all body 
structures in that it is the last bastion unassailable 
as yet by the surgecn’s knife for biopsy or removal 
during life. Thus no tissue study can be promptly 
done to give a firm pathological foundaticn to clini- 
cal observations. 

Pathologically, the incidence of non-specific myo- 
carditis is difficult to evaluate because central pa- 
thology laboratories with the opportunity to collect 
statistics of large series of cases are few, because a 
primary disease may so overshadow the picture that 
the question of myocarditis receives scant attention, 
and because the myocardial lesions are frequently 
patchy and are overlooked if only a few blocks of 
myocardium are taken in random sampling. Fur- 
thermore, there is again the problem of unsatisfac- 
tory and varied criteria for making the diagnosis. 
Pathological changes consisting of edema, cellular 
infiltration, heart muscle degeneration, fibrosis and 
hype rtre yphy are the basic tissue reactions. A variety 
of syndromes such as idiopathic myocardial hyper- 
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trophy", idiopathic cardiac fibrosis’, and ‘‘cardio- 
vascular collagenosis with parietal endocardial 
thrembosis’ have the same basic pathology as non- 
specific myocarditis, varying only in the degree and 
relative predominance of these reactions. Thus these 
diseases with differing pathological pictures and 
classifications may well be different stages of the 
same process. 


CLASSIFICATION 


A number of classifications of myocarditis have 
been suggested, principally temporal, pathologic, and 
etiologic. Because of the many variable and un- 
known factors which characterize the problem of 
myocarditis, no classification is really satisfactory. 

An etiologic classification is the ideal one, but is 
not satisfactory because of the limitations of medical 
knowledge. (uoting again from Gore’, “there are 
few cases of myocarditis in which a specific etiologic 
factor is not present. There are, also, few cases in 
which a specific etiology can be named from the 
microscopic changes alone. Such an assay usually 
requires a good clinical history, including the lab- 
oratory findings, and a knowledge of the changes 
in tissues other than the heart”. 

Candel and Wheelock®, suggested a comprehensive 
classification for myocarditis that I have amplified 
as follows: 


CLASSIFICATION Or MyocarpitiIs 
(Modified from Candell and Wheelock) 


I. Septic MyocarpbITIs 


Characterized by abscess formation in septi- 
cemin and in association with subacute bac- 
terial endocarditis. 


Il. Spreciric MyocarpIiris 
Characterized by changes which histologically 
are so characteristic that a diagnosis can be 
made from the morphologic picture alone with- 
out recourse to bacteriologic studies or con- 
sideration of changes elsewhere in the body, 
e.g., rheumatic fever, tuberculosis, syphilis 


(gummatous) and certain parasitic diseases. 


Ill. Non-Specrric Myocarpiris 
Characterized by changes which histologically 
may be quite variable or may be suggestive of 
a particular etiology, but in which a specific 
morphology is lacking. 
A. Known (or suspected) etiology: 


Associated with bacterial infections: Bac- 


192 


terial toxins; Virus infections; Rickettsial 
infections; Various types of parasitic or- 
ganisms; Disordered metabolism related to 
vitamin deficiency, hormonal imbalance or 
electrolyte alterations; Hyperergic re- 
sponses; and with diseases of unknown 
origin. 
Bb. Unknown etiology: 
Not associated with recognizable pathology 
elsewhere in the body, and occurring in the 
absence of any known cause of heart dis- 
ease. 
ETIOLOGY 

In the great majority of cases, the etiology of 
non-specific myocarditis is that of the preceding 
or accompanying illness. Several factors merit par- 
ticular consideration, however. 

The role of virus infections as a cause of heart 
muscle damage is assuming increasing importance. 
Schmidt demonstrated that a virus isolated from a 
chimpanzee dying of interstitial myocarditis pro- 
duced myocarditis and encephalitis in mice and ham- 
sters*. The morphologic findings in the heart dupli- 
cated to a remarkable degree the myocardial lesions 
found in the human heart muscle in several virus 
diseases. Smadel and Warren working with the 
same virus, designated encephalomyocarditis virus, 
found a specific rising blood titre in 17 of 44 soldiers 
who had ‘Three Day Fever” in Manila, charac- 
terized by CNS symptoms but without cardiac signs 
or symptoms“*. There were no fatalities. Saphir 
studied three cases at autopsy who had involvement 
of the central nervous system and myocardium and 
designated them as cases of encephalomyocarditis 
presumably due to virus infection, although virus 
studies were negative’. 

The myocardium has been found involved in a 
very high percentage of fatal cases of poliomyelitis”, 
and Spain concluded that heart involvement might 
contribute to the notoriously prolonged debility and 
convalescence so often seen in patients with even a 
relatively mild case**. Jungeblut and Edwards iso- 
lated the virus of policmyelitis from heart muscle in 
three fatal cases, and reproduced myocardial lesions 
in monkeys®*. Thus they concluded that myocarditis 
is caused by the direct effect of the virus on the heart. 
Ungar described round cell infiltration of the heart 
in a fatal case of epidemic encephalitis®’. 

Finland reported two cases of rapidly fatal infec- 
tions in which Influenza A virus was isolated from 
the lungs, and there were extensive interstitial and 
parenchymal myocardial changes**. The question 
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of “influenzial myocarditis’ was raised by Mallory 
to account for the death of a young woman who died 
of rapidly progressive cardiac failure developing 
after a simple respiratory infection™. 

Allergy or altered response has also assumed an 
important role in the production of granulomatous 
and/or diffuse interstitial myocarditis caused clin- 
ically in humans and experimentally in animals by 
sulfonamides. Hyperergic response of the tissues 
may well be a factor that causes this type of patho- 
logic response in other situations as well. 

The possibility of myocarditis resulting from vita- 
min deficiency has been discussed by a number of 
authors. Toreson describes a fatal case and attrib- 
uted it to vitamin deficiency that did not respond 
to vitamin therapy because the heart was too badly 
damaged*’. He quoted Lindberg who suggested that 
isclated myocarditis may represent an end stage of 
beriberi. Brinkman postulated acute heart changes 
due to gross vitamin deficiency that respond to ther- 
apy, and a subacute form due to subminimal avita- 
minosis with irreversible cardiac damage and no 
response to therapy”. 

Hormonal and neurogenic factors in heart disease 
are of particular interest in view of Raab’s concept 
of the role that adreno-sympathogenic catecho- 
lamines play in the production of heart disease*~", 
and Selye’s studies of stress with resultant alarm 
reaction and diseases of adaptation™. This is pure 
speculation, but it is interesting to note that there 
are several reports of cases of sudden death in young 
soldiers, men under stress, due to isolated, idiopathic, 
non-specific myocarditis™. 

A case was described by Schenken and Heibner 
with classical clinical and pathological findings of 
non-specific isolated myocarditis”. It was not ‘‘idio- 
pathic”, however, for a micro-aerophyllic streptococ- 
cus hemolyticus was isolated in pure culture from 
the heart muscle. This raises the question of wheth- 
er similar bacteriologic agents may be demonstrable 
in other “idiopathic” cases if vigorously searched 
for. 

Jonas reported a very interesting group of five 
cases of sudden cardiac death who showed idio- 
pathic, but not isolated non-specific myocarditis. 
Granulomatous lesions were demonstrated in the 
myocardium, and similar lesions in the lungs, lymph 
nodes, and liver*®. 

Although, by definition, the etiology of Fiedler’s 
myocarditis is unknown, it almost certainly is not 
a distinct disease entity, and the pathologic picture 
is indistinguishable from myocardial lesions found 
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in a wide variety of conditions. The probability is 
that, as clinical and pathological diagnostic tech- 
niques are improved, an increasing number of such 
cases will prove to be secondary to a specific cause, 
and will then no longer be listed as “idiopathic”. 
The unexplained problem will then be as now, what 
is the determining factor in many conditions that 
cause a myocardial reaction in some patients and 
not in others. 


PATHOLOGY 


Two types of cellular reaction have been regularly 
described for nonspecific myocarditis, one charac- 
terized by granulomatous lesions, and the other by 
a more diffuse type of inflammation. There is con- 
siderable question whether these two types represent 
variants of the same disease, perhaps based on its 
duration or severity, or represent different disease 
processes with different etiologies. The granuloma- 
tous type is much more rare than the other, but some 
cases show a blending of the two pathological pic- 
tures in the same section or scattered through the 
heart muscle. 

The histologic picture depends upon the relative 
amounts of interstitial edema, cell infiltration (pre- 
dominantly polymorphonuclear cells, lymphocytes, 
plasma cells and large mononuclear cells, with giant 
cells in some granulomatous types), and muscle fiber 
change. If the patient survives long enough there 
is myocardial fibrosis which varies in degree with the 


extent of the original muscle damage. 


CLINICAL OBSERVATIONS 
The clinical picture of non-specific myocarditis of 
known etiology depends upon the primary disease, 
with the added factor of sudden death or progressive 
heart failure in fatal cases, or clinical signs and 
symptoms of heart involvement, prolonged conva- 
lescence, and debility in non-fatal cases. Saphir has 
pointed out that the underlying myocarditis is all 
too often overlooked in planning treatment and es- 
timating prognosis. He calls attention to a deceptive 
characteristic of post-infectious myocarditis; a so- 
called “healthy interval” of varying length with 
heart symptoms developing after the etiologic infec- 
tion seemed to have been controlled or healed. 
The cases of isolated, idiopathic myocarditis have 
a very varied pattern, and an analysis of such cases 
is difficult because of the problems of diagnosis and 
classification previously referred to. Fifty cases 
were selected from the medical literature and four 
of our cases were added that seemed to fit the strict 
criteria of idiopathic, isolated myocarditis. Of these 
there were thirty-six instances of sudden death in 
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persons previously considered to be healthy. Most 
were found dead or died within an hour or so of an 
episode of loss of consciousness or acute heart fail- 
ure. All but two were males, but fourteen of the 
cases were reported from the Armed Forces Institute 
of pathology which is obviously not a fair sampling 
of the general population. The age range was 18 
to 57. At autopsy four of the cases showed granu- 
lomatous lesions, with the balance having diffuse 
infiltration. 

Of the other eighteen cases there was an age range 
from 19 to 50, with the majority in the third and 
fourth decades, and an incidence of twelve males 
and six females. Shortness of breath was the most 
frequent and almost invariable presenting symptom, 
There 
was often weakness, fatiguability, chilliness or actual 


usually associated with cough and edema. 


chill in cases with acute onset of symptoms, and 
precordial pain which was occasionally suggestive 
of an acute myocardial infarction. In several cases, 
dizziness, transient loss of consciousness, convul- 
sions, and nausea and vomiting were important 
symptoms. Mural thrombi and embolic phenomena 
occurred in ten patients. ‘They may herald the dis- 
ease, or May occur as complicating or terminal mani- 
festations. ‘Lhrombi are prone to develop when the 
inflammatory process nears the sub-endocardial layer. 

Physical examination was extremely variable, but 
there were usually tachycardia, normal or low blood 
pressure, and normal to low grade fever, associated 
with other evidence of a failing heart such as gallop 
rhythm, enlarged heart, dyspnea, cvanosis, enlarged 
tender liver, and edema. ‘There were often signs 
re lating to embolic phenomena. 

Electrocardiographic changes did not follow any 
typical pattern, but usually showed diffuse myo- 
cardial disease as evidenced by low voltage, altera- 
tions in ‘T waves, and conduction and rhythm dis- 
turbances. ‘The sedimentation rate was usually nor- 
mal. ‘The white count was variable, but an increase 
in total Ivmphocytes might be an aid in differen- 
tiating myocarditis from an acute myocardial infare- 
tion. 

The duration of the disease extended from a few 
days, although the exact time of onset is admitted] 
difficult to determine, to many months. Treatment 
is directed toward alleviation of the heart failure, 
is not satisfactory, and all diagnosed cases have had 
a fatal termination This is either because the 
disease itself is invariably fatal, or else because, at 
this time, although the diagnosis may be suspected, 
it is never sustantiated clinically and is, therefore 
essentially an autopsy diagnosis. Thus, though there 
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may well be mild forms of the disease which progress 
to recovery, they are never proven to be isolated, 
idiopathic myocarditis. 


SUMMARY 


The literature relating to non-specific myocarditis 
has been reviewed. 

The clinical features of non-specific myocarditis 
of known and unknown origin are described. Its 
frequency and potential importance are emphasized. 

Fifty cases of isolated myocarditis from the litera- 
ture and four from our series are analyzed. Fielder’s 
myocarditis should be considered in any patient with 
rapidly progressive myocardial failure and/or em- 
bolic phenomena in the absence of any evident or 
known cause or myocardial disease, and in the ab- 
sence of disease elsewhere in the body. 
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Elephant Has Hardening of Arteries 


Heart attacks resulting from the effects of harden- 
ing of the arteries can strike elephants as well as 
men and dogs according to three California doctors. 

They reported an autopsy on a female Indian 
elephant who died of acute heart failure secondary 
to severe arteriosclerosis in many small arteries 
around the heart 

According to the physicians, their report in the 
March Archives of Pathology, published by the 
American Medical Association, is the first one de- 
scribing arteriosclerosis in elephants. It has pre- 
viously been found in humans, cats, dogs, pigs, birds, 
chickens, and cows. 

Few autopsy reports on elephants have been made, 
but studies go back to ancient Greece and Rome. 
Both Aristotle, the Greek philosopher, and Galen, 
a Greek physician who lived in Rome about 200 
A.D., reported elephant studies, with Galen describ- 
ing a heart condition as ‘ta bone in the heart.” 

The San Francisco elephant was at least 47 years 
old and had lived in the San Francisco Zoological 
Gardens since 1925. The animal, which appeared 
healthy the night before death, was found lying on 


its side and unable to rise a few hours before death. 
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Autopsy showed severe arteriosclerosis of the major 
arteries. In the small coronary arteries, the disease 
was similar to that observed in birds, dogs, cats, and 
humans. However, deposits of fatty substances, 
usually found in the small arterial walls of humans 
with similar disease, were absent. Similar narrowing 
of the arteries without fat deposits may occur in old 
dogs and cause sudden death. 

The physicians said that heart failure occurred in 
the elephant apparently because the narrowing of 
the small coronary arteries diminished the blood 
flow to the heart. The same thing has happened in 
human beings. Not only are the physiological oc- 
currences similar in man and the elephant, but the 
terms—‘‘acute myocardial failure’ due to 


“coronary insufficiency” 


same 
are used in autopsy reports 
to describe the conditions. 

Drs. Stuart Lindsay, San Francisco, Richard 
Skahen, Oakland, and I. L. Chaikoff, Berkeley, from 
the departments of pathology and physiology of the 
University of California School of Medicine, did the 
work under grants from the Alameda County Heart 
Association and the United States Public Health 
Service. 
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at Fort Monroe 


EFEATED and abandoned by all but a handful 

of his followers, Jefferson Davis, first and last 
President of the Confederate States of America, was 
captured near Irwinville, Georgia, on May 10, 1865. 
His devoted wife rushed forward when it appeared 
that a Northern cavalryman was about to shoot down 
her defiant husband.* The capture put an end to 
Davis’ plan to re-establish the capital of the Con- 
federacy in Texas in order to continue the war. 


When he learned from his captors that he was 


accused of plotting the assassination of Abraham 
Davis 


pointed out that he would much rather have 


Lincoln, denied it with indignation. He 


dealt 


The Capture of Jefferson Davis. 


*It has often been asserted that Jefferson Davis, when 
captured, was “disguised as a woman.” It would seem 
that in the darkness of his tent he hastily donned his 
wife’s cloak (raglan) by mistake. As he stepped out of 
his tent, his wife threw a shawl over his head. For a full 
discussion of this controversy, see the eminent Northern 
historian, James Ford Rhodes; History of the United 


States from the Compromise of 1850 (New York, Mac- 
millan Co., 1904), Vol. V, 


pages 182-183. 


VoL. 83, May, 1956 


Dr. Craven and the Captivity of Jefferson 


CHESTER D. BRADLEY, M.D. 
Newport News, Virginia 


with Lincoln than Lincoln's successor, Andrew John- 
son. 

To prevent escape or rescue, the captive was taken 
to Fort Monroe, Virginia, the most powerful fort in 
the country. Although situated in Southern terri- 
tory, Fort Monroe had defied capture during the war 
of 1861-1865, remaining firmly in the hands of the 
United 
locked up in a casemate (or chamber) in the wall 
of the fort on May 22, 1865. 


Jefferson Davis was 


States Government. 


22, “Davis can never 
escape,” wrote the correspondent of the New York 
Herald. “Neither the great Napoleon at Elba or 
St. Helena, nor the lesser Napoleon at the Fortress 
of Ham was subjected to greater surveillance. The 
great Corsican escaped from Elba, Napoleon the 
lesser escaped from Ham, but no such hope for Davis. 
He can never escape.” 

The Confederate president rebelled when his cap- 
tors attempted to put him in irons the day after his 
arrival. He knocked down the stalwart blacksmith, 
who sprang to his feet and would have struck the 
prisoner with his hammer had not the Officer of the 
Davis then at- 
He struck 
the foremost of four husky men called in to subdue 
him. 


Day thrown himself between them. 


tempted to seize the musket of a guard. 


After a fierce struggle he was held on the cot 
long enough for the blacksmith to rivet the irons on 
his ankles. 

The Chief Medical Officer at Fort Monroe in 1865 
was Lieutenant Colonel John Joseph Craven, a most 
unusual man. Born in New York City on Septem- 
ber 8, 1822, he was reared in Newark, New Jersey. 
Self-educated, Craven became deeply interested in 
under- 
water telegraphic cable, which was laid across the 
Hudson River at New York City in 1848. Through 


an adverse decision of the Patent Office, Craven was 


science. He invented the first successful 


deprived of the benefits of this invention. After 
prospecting for gold in California, Craven returned 
to Newark in 1851, where after studying medicine 
he set up as a practicing physician in Newark. 

In 1861 Craven secured a letter of recommendation 
from Dr. Willard Parker, the celebrated surgeon of 
New York City. 


went to Washington where he had a personal inter- 


Armed with Parker’s letter, Craven 
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view with Abraham Lincoln. The President ar- 
ranged for Craven to take the examination for Bri- 
gade Surgeon, which examination Craven passed. 
The New Jersey doctor served as medical officer with 
the expeditions against Port Royal, South Carolina, 
and Fernandina, Florida. He distinguished him- 
self at the siege of Fort Pulaski, Georgia. He was 
Chief Medical Officer of the operations against 
Charleston, South Carolina, in 1863. In the spring 
of 1864, Dr. Craven was made Medical Director of 
the 10th Army Corps which was moved to Virginia 
for the operations against Richmond. In January 
1865 Craven was made Chief Medical Officer of 
the Department of Virginia and North Carolina with 
headquarters at Fort Monroe. And that is how Dr. 
Craven happened to be at Fort Monroe when Jeffer- 
son Davis was brought there accused of plotting the 
death of Abraham Lincoln. 

Dr. Craven first saw Jefferson Davis on the morn- 
ing of May 24, 1865. He was so alarmed by the 
sickly appearance of the Confederate President that 
he at once went to General Nelson A. Miles and 
recommended that the irons be removed from the 
prisoner in the interest of his health. The irons 
were removed on May 28. Dr. Craven was thrilled 
because the most exalted power in the land had seem- 
ingly deferred to his medical judgment. To him it 
seemed that the healing art was second only to the 
priesthood. Craven made other recommendations 
which resulted in a more humane treatment of the 
prisoner. Eventually he succeeded in getting Davis 
moved from the casemate to better quarters in Car- 
roll Hall in the northwest bastion of the fort. 

Craven kept a diary of his contacts with Jefferson 
Davis. He felt that the views and cpinions of this 
captive were of importance. Was not Davis the 
leader of a cause which had cost the lives of over 
600,000 men? Was not Davis the former ruler of 
9,000,000 people? Had not Davis been the Presi- 
dent of eleven seceded States whose total area 
equalled that of France, Italy, Spain, Portugal and 
Sweden combined? Craven made notes of the sub- 
jects which he and Jefferson Davis discussed during 
his visits to the cell. But Craven’s academic interest 
in the fallen leader was not viewed with favor by 
some of his superiors. They felt that the physician 
was getting too sympathetic with his prisoner-patient 
In December 1865 Craven was removed from attend- 
ance on Jefferson Davis and in January 1866 he 
was mustered out of the service. 

*La vie de prison de Jefferson Davis ... scenes tirées 


du journal rédigé par le Dr. Craven .. . traduites de 


l'anglais par Wallace S. Jones (Paris, Achille Faure, 
1866). 
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Craven returned to his home in Newark, New 
Jersey, where in June 1866 he published a book 
on his experiences entitled Prison Life of Jefferson 
Davis. His book had a large sale. It was published 
not only in New York, but in London and Paris* 
as well. Craven argued that if Jefferson Davis was 
guilty of plotting the assassination of Abraham 
Lincoln or authorizing cruelty to Northern prisoners, 
let him have a fair and open trial. If his only guilt 
was rebellion, then let a great nation show him 
magnanimity—liberate him, and Davis would be a 
power for good in the future of the Southern States. 

Before long such men as Horace Greeley, editor 
of the New York Tribune, and Gerrit Smith, one- 
time supporter of John Brown, were advocating the 
release of Jefferson Davis from Fort Monroe. Thad- 
deus Stevens, powerful Republican leader in the 
Senate and an ardent champion of Negro rights, 


Dr. John J. Craven, Brevet Lieutenant Colonel, U. S. Volunteers. 
refused to believe that Davis had any connection 
with the assassination of Abraham Lincoln. Stevens 
even offered to serve as volunteer counsel for Davis! 
This offer was not accepted, as Davis was already 
represented by the distinguished New York trial 
lawyers, Charles O’Conor and George Shea. 
Jefferson Davis was released from Fort Monroe 
on May 13, 1867, on a $100,000 bail bond signed by 
Horace Greeley, Gerrit Smith, Commodore Vander- 
bilt and others. After traveling for a while in Eu- 
rope, Davis returned to this country where he engaged 
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in business for some years at Memphis, Tennessee. 
Eventually he and his wife retired to a mansion 
near Biloxi, Mississippi, known as ‘Beauvoir’. Here 
he wrote a history of the Confederate States and 
Davis 
died of bronchopneumonia in 1889 at the age of 
eighty-one. 


received visits from his former followers. 


He was buried in New Orleans, Lou- 
isiana, with impressive ceremonies which lasted sev- 
eral days. In 1893 his body was removed to Rich- 
mond, Virginia, his former capital, where it lies 
today. 

Dr. Craven moved from Newark to Jersey City, 
New Jersey, in 1867, where he resumed the practice 
of medicine. Apparently because of his knowledge 
of chemistry and sanitation, Craven was appealed to 
by the owners of the Communipauw slaughterhouse, 
which had been declared a public nuisance by the 
Craven rescued his clients from financial 
disaster by inventing processes and machinery to 


courts. 


convert their noxious waste into salable by-products. 
Having shown the slaughterhouse owners how to 
make thousands of dollars from what they had been 
throwing away, Dr. Craven turned his inventive 
genius to the problem of the preservation of fresh 
meat. He invented a refrigerating chamber for use 
in cold storage and for transporation of fresh meat 
in railroad cars and steamships. 


Craven and his 
son, William D. Craven, became pioneers in the 
shipment of dressed beef to England. 

Craven’s inventions and business interests made 
him a wealthy man. In 1881 he retired from medical 
practice and moved to Patchogue, Long Island, New 


York. 


With his usual zeal, Craven took a leading 


A device which allows hard-of-hearing persons to 
use any telephone without inconvenience is described 
in the January 28 Journal of the American Medical 
Association. 

A portable, pocket-sized, telephone amplifier, call- 
ed the Scottie Phone-Aid, has been developed. It 
can be clipped to any telephone receiver in a moment, 
Dr. Matthew N. Hosmer, of the subdepartment of 
otolaryngology, University of California School of 
Medicine, San Francisco, said. 

Its use eliminates the necessity for the hard-of- 


Portable Telephone Aid 


He was President 
of the Board of Education, President of the Board 
of Health, President of the Library Association, Fire 
Commissioner, and President of the Cemetery Asso- 
ciation. 


role in his adopted community. 


When John J. Craven died of a cerebral 
hemorrhage on February 19, 1893, at the age of 
70, he was universally mourned by his fellow-towns- 
men. He was buried at Patchogue. 

On October 1, 1953, a picture of Dr. Craven in 
the uniform of a medical officer was placed in what 
is now called the Jefferson Davis Casemate at Fort 
Monroe. Principal speaker at the ceremony was 
General John E. Dahlquist, Commanding General, 
Continental Army Command, Fort Monroe. This 
distinguished soldier of World War I and World 
War II paid a simple but eloquent tribute to Dr. 
Craven. General Dahlquist said: ‘‘Dr. Craven be- 
lieved in the policy of humane treatment of prisoners 
of war.” 
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hearing person to hold the receiver against his own 
hearing aid. The plastic case is thin enough to fit 
the receiver without disturbing the normal relation- 
The 


amplifier is powered by two small batteries and three 


ship between the mouth and the transmitter. 


transistors. The pick-up of speech from the telephone 
is through an induction circuit located in the small 
arm that clips the instrument to the receiver. All 
room and magnetic disturbance noises are eliminated 
by the amplifier, which was developed by the Remler 
Company, San Francisco. 
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Obstetrical and Gynecological Symposium 


Ectopic Pregnancy 


Selected data from 100 consecutive cases 


ISTORICALLY and clinically the subject of 
abnormally located pregnancy has been and is 
one of the most interesting and fascinating in the 
entire realm of obstetrics and gynecology. Preg- 
nancy developing outside of the uterine cavity is a 
serious disease, usually fatal for the fetus and if not 
properly managed may end in tragedy for the mother. 
In 1881 Robert Lawson Tate was asked to see a 
patient whose condition had been diagnosed as rup- 
tured tubal pregnancy with internal hemorrhage. 
He concurred with the diagnosis but refused to op- 
erate, the patient subsequently died from hemor- 
rhage, and after post mortem examination he coen- 
cluded that surgical intervention would have saved 
the patient. Prior to this time the mortality rate was 
67%. Two years later Tate did operate on a patient 
with ruptured tubal pregnancy, the patient died 
(much to his disappointment) but he continued to 
operate and lost but one of the next 40 patients. 
100 consecutive ectopic pregnancies have been 
reviewed over a period of 5 vears, 1949-1953 at Nor- 
folk General Hospital. 


INCIDENCE 


In this classical monograph published in 1921 
Schumann estimated that ectepics occurred about 
once in every 300 pregnancies. (2) In our series 
there were 100 ectopics in 5474 Gynecological admis- 
sions, representing 1.8% or 1 in 54 Gynecological 
admissions, 1 in 75 deliveries. 

There was 1 abdominal pregnancy and 5 inter- 
stitial pregnancies in this series. 


AGE 
In this series the ages range from 19-42. On the 


From the department of Obstetrics and Gynecology, 
Norfolk General Hospital. 

The papers by Drs. Jones, Whicker, Bickers, Parker, 
Rucker, Wilson and Ellett made up a Symposium on 
Obstetrics and Gynecology presented at the annual meet- 
ing of The Medical Society of Virginia, Richmond, 
October 16-19, 1955. 
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whole the greatest number of patients fell in the 20-35 
age group. Of the 100 cases 62 were white, 38 were 
colored. 25% had never been pregnant before. Out 
of 100 cases there were 3 recurrent ectopic preg- 
nancies. 
ETIOLOGY 

All of the numerous theories to explain ectopic 
pregnancies may be classified in two chief groups. 

Factors delaying migration of the fertilized ovum, 
and factors that increase the receptiveness of the 
tubal mucosa to the fertilized ovum. 

The former group include: 

1—Chronic inflammatory disease (notably gonor- 
rheal origin), post abortive and puerperal infections 
may likewise be concerned. 

2—Congenital anomalies. 

3—Tumors. 

4—Pelvic surgery. 

5— Antibiotics. 


It has been suggested the antibiotic treatment of 
salpingitis has increased the incidence of ectopic 
pregnancies. This therapy may prevent tubal closure 
but not the mucosal changes which eventually inter- 
fere with transmission of ovum. In the latter 
group tubal implantation is encouraged if areas of 
ectopic endometrial tissue are present; these respond 
to the stimulus of pregnancy as does the normal 
endometrium and may offer a suitable site for growth 
for the fertilized ovum. 

DIFFERENTIAL DIAGNOSIS 

Ectopic pregnancies may be the most missed diag- 
nosed of all serious pelvic diseases. While it usually 
is possible to diagnose tubal pregnancy with reason- 
able accuracy, uterine abortion, salpingitis, appen- 
dicitis and more rarely, ruptured corpus luteum or 
follicular cyst may produce symptoms so similar that 
differentation is difficult. Therefore we believe in the 


inclusion ectopics in the differential diagnosis of all 
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uncertain conditions presented by females of the 
child bearing age. 


Pelvic inflammatory disease may simulate tubal 
pregnancy. Salpingitis is commonly bilateral. In 
the more acute cases one would find fever, an in- 
crease in the sedimentation rate with elevation of 
the leukocyte count. 

In uterine abortions, bleeding is more profuse, 
usually bright red in color. 
and is usually less severe. 


Pain is in the mid line 


Appendicitis—Symptoms of pregnancy are usually 
absent. At the onset, however, pain is noted about 


the umbilicus. Laboratory aids are of value. 


Cyst—Corpus luteum, simple serous, cyst with 
twisted pedicle, endometrial cyst. Marchetti attri- 
buted many diagnostic errors to these 4 types of 
ovarian cyst. 


DraGnostic METHODS 


i. History. The most valuable diagnostic aid is 
meticulous history. In typical cases, the symptoms 
given by the patient and her general appearance 
should be sufficient evidence for immediate surgery. 
It is in the atypical case in which the symptoms are 
vague and limited, that other diagnostic aids are of 
great value. These patients suspected of having 
ectopic pregnancies should be kept under close ob- 
servation in the hospital. 


Examination under anesthesia should never be 
negiected regardless of how certain the diagnosis may 
appear. Since the introduction of pentothal, exam- 
ination has been simplified. This gives quick and 
adequate relaxation and may be supplemented by 
cyclopropane if laparotomy is indicated. Cyclopro- 
pane was most frequently used in this series. Ex- 
ploration of the cul-de-sac is a simple procedure. 
If blood is present, it usually means intra-peritoneal 
bleeding. 

Dilatation and Curettage—In the urgent case there 
is no indication for curettage. In the atypical case 
it is of value only if chorionic tissue is present, 
therefore, it has limited value as a diagnostic aid. 


Laboratory—Hemoglobin; for a short period after 
an acute hemorrhage, the hemoglobin determination 
is not a reliable index of the blood loss. 


Leukocyte count was of little diagnostic value 
in our series due to its variations. 

Hormone tests for pregnancy—A positive test indi- 
cates the existence of living chorionic tissue. It 
does not locate the pregnancy but may aid in differ- 
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entiating tubal gestation from conditions unasso- 
ciated with tubal pregnancy. 

Curtis and Studdiford state that the sedimentation 
rate is of definite value is differentiating tubal preg- 
nancy from inflammatory exudates. Others do not 
concur in this opinion. We were not impressed with 
its value. 

MANAGEMENT 


Once ectopic pregnancy has been diagnosed, im- 
mediate surgery is indicated. Blood replacement 
before and during the operation is of prime impor- 
tance. Oxygen may be indicated pre and post oper- 
The 
technique of the operation should be to cure the 


ative. Antibiotics are indicated for infections. 


ectopic. If her condition is excellent and hemor- 
rhage minimal one may perform other indicated pel- 
vic surgery, including appendectomy. On the con- 
trary if the patient has any appreciable blood in 
the abdomen, salpingectomy or salpingo oopherec- 
tomy is all that should be performed. 


SUMMARY 


1. 100 cases of pathologically proven ectopic preg- 


nancies have been reviewed 


over a 5 year 
period, 
2. The incidence was 1 in 54 Gynecological ad- 
missions, or 1 in 75 deliveries. 
3. In our opinion ectopic pregnancy is more fre- 


quent in the long sterile woman. 

4. Pelvic inflammatory disease, uterine abortions, 
previous pelvic surgery contribute most to the 
incidence of ectopic pregnancy. 

5. Pain, amenorrhea, spotting or brownish vag- 
inal discharge were the cardinal symptoms 
recorded. 

6. Whole blood, plasma and intravenous solu- 
tions are indispensable in the treatment of 
ectopic gestation. 


~ 


Colpotomy was of limited application in this 
series. 

8. Surgery usually should be limited to the treat- 
ment of primary condition. 


9. There was no mortality in this series. 
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Menstrual Irregularity 


who present amenorrhea or oligomen- 

orrhea as a prominent symptom are the daily 
concern of the practicing physician. Differential 
diagnosis and treatment can usually be determined 
by careful clinical history and simple office pro- 
cedures. 

The menarche normally appears between the 10th 
and 15th year. There usually follows a period of 
irregular bleeding as the pituitary-ovarian-endome- 
trial system matures. Ovulation occurs with fair 
regularity by the 13th or 14th year. 


PRIMARY AMENORRHEA 


Delayed onset of menses has little significance if 
the somatosexual development is normal. If mam- 
mary growth and pubic and axillary hair are well 
developed a functional pituitary-ovarian system is 
present. Primary amenorrhea in a patient with 
recurrent abdominal cramps and symptoms of im- 
pending menstruation calls for a pelvic examina- 
tion. This may disclose an imperforate hymen. 
Hematocolpos and hematometra behind a_ bulging 
hymen offers the rare opportunity for dramatic cure 
of amenorrhea. 

A more frequent problem is the young girl with 
poor mammary development, deficient or absent axil- 
lary and pubic hair, infantile genitalia, and retarded 
onset of menstruation. Delayed sexual awakening 
indicates pituitary-ovarian insufficiency. Here the 
most dramatic effects of estrogen therapy are dem- 
onstrated. The thin, pallid, asexual, biologically 
retarded girl is brought into something resembling 
adult female habitus by long continued cyclic estro- 
gen treatment. Mammary development, axillary and 
pubic hair growth, feminine fat depots, and even 
cyclic uterine bleeding are established. 

A case from my files will illustrate. A young lady 
just past her 17th birthday has the somatosexual 
development of a child. Mentally and intellectually 
she is adequate having reached the senior year in 
high school. She was placed on cyclic treatment with 
diethylstilbestrol. Withdrawal bleeding occurred 
4 days after completing the first 20 days of diethyl- 
stilbestrol, 1.0 mg. daily. Therapy was repeated 
on the Sth through the 24th days of succeeding cycles 
with rapid and striking somatosexual development. 
Mammary growth was induced and dark pigmenta- 
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tion of the areola appeared. Feminine fat depofs 
transformed the angular boy-like figure into the 
rounded form of young womanhood. Vaginal and 
uterine growth occurred and cyclic bleeding followed 
each cycle of teatment. Psychically and somato- 
sexually she assumed the habitus of maturity but, 
alas!, she is destined to a life of infertility. There 
is no treatment which induces ovulation. Occa- 
sionally these girls continue to have irregular epi- 
sodes of uterine bleeding when treatment is discon- 
tinued, more often they lapse into their amenorrheic 
state but the secondary sex changes are preserved. 


OLIGOMENORRHEA 

We are consulted frequently by the mature woman 
with normal somatosexual development, often with 
a history of normal fertility, who complains of long 
interval cycles. She menstruates two or three times 
a vear. The menarche has occurred at the usual 
age. Such long interval cycles may be normal for 
her. Menstruation at 2 to 3 months’ interval from 
a secretory phase endometrium in a woman with 
unimpaired fertility is physiologic. The ovulatory 
nature of her cycle is suggested by the premenstrual 
breast and abdominal fullness. Such premonitory 
signs are not seen in anovulatory cycles. 

It may require much explaining to convince such 
a one that she is normal. Reassurance is aided 
by having her keep a basal temperature chart. The 
chart provides evidence of the ovulatory or anovula- 
tory nature of her cycles. The biphasic curve with 
an elevation of 0.4° to 0.5° during the 12 to 18 
days before flow is presumptive evidence of physio- 
logic adequacy. A good biphasic shift assures the 
patient of her potential fertility. It gives her peace 
of mind. Furthermore, experience has well demon- 
strated that any attempt on our part to regulate 
a fertile cycle by any form of endocrine therapy in- 
variably fails. A fixed physiologic pattern which 
fulfills the biologic needs of the individual is re- 
sistent to change. On the contrary the patient with 
a long interval cycle and a monophasic temperature 
curve has endocrine dysfunction. 
anovulatory. 


Her cycles are 
She is a candidate for cyclic steroid 
therapy. 

Witness the two temperature charts here repro- 
duced. The first (Fig. 1) is a patient who men- 


Vircinta MepicaL MONTHLY 


‘ 


She is the mother of 
two healthy children, and albeit her cycle is irregu- 


struates every 3 to 4 months. 


lar she ovulates and menstruates several times a 
year. In contrast look at the second chart (Fig. 2) 
in which the curve is monophasic indicating the 
absence of ovulation. 


This patient has been married 


the parenteral injection of estrogen-progesterone. 
Cyclogesterin 1 c.c. every other day for 3 doses is 
followed by withdrawal bleeding within 6 days if 
the endometrium is responsive. The first treatment 
is given parenterally to test this response. Subse- 


quent treatments are given orally in the form of a 
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4 years and is infertile. In the first instance men- 
struation is anticipated by prodromal symptoms her- 
alding the coming flow: breast and abdominal full- 
ness, low back pain, and premenstrual awareness. 
In the latter menstruation 
This is a point worthy of interest. 


appears unannounced. 
Premenstrual 
symptoms always suggest corpus luteum activity. 
In these two cases the presumptive diagnosis based 
on history and temperature curve was confirmed by 
endometrial biopsy. In the first, biopsy showed a 
well developed secretory phase endometrium. In 
the second, only an estrogen type of endometria, 
proliferation was found. 

En- 


docrine therapy in the face of normal somatosexual 


Treatment for the former is reassurance. 
development and menstruation at whatever interval 
from an ovulatory cycle will effect no permanent 
change in the menstrual habit. 

Conversely, a well planned course of treatment 
for the anovulatory long interval cycle may be most 


gratifying. A bleeding episode is first induced by 
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tablet containing 1.0 mg. of estrogen and 30.0 mg. 
of progesterone (Cyclogesterin), t.i.d. for 5 days 
beginning on the 18th day of the induced cycle. 
Such oral therapy is repeated in 5-day treatment 
courses on the 18th through 22nd day of the cycle 
for several months. A regular bleeding cycle is 
established in most patients while under treatment. 
Something over 50° will continue after treatment 
to menstruate at fairly regular intervals for indeter- 
minate periods. Other lapse promptly into their 
former oligomenorrheic state. The occasional patient 


is primed to full ovulatory cycles. 


METABOLIC DISTURBANCES 

Amencrrhea and oligomenorrhea may result from 
pituitary-ovarian dysfunctions secondary to metabolic 
disturbances. An example frequently encountered in 
private practice is the disturbed menstrual rhythm 
associated with obesity. Long interval cycles in obese 
patients is explained theoretically on the ground that 
being fat soluble hormones are 


ovarian steroids 
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stored in fat depots thus denying the endometrium 
its normal stimulus. As adipose tissue is lost through 
diet restriction estrogen depots are released to effect 
normal growth and vascularity to the endometrium. 
All of us have had the experience of seeing the 
amenorrheic woman attain rhythmic, ovulatory men- 
struation following rigid dietary restriction. 

Psychiatric disorders often present amenorrhea 
or oligomenorrhea as an early symptom. Experience 
during the recent war with women confined to con- 
centration camps demonstrated the effects of emo- 
tional and psychic trauma upon menstrual rhythm. 
Many reports in foreign literature describe ‘hy po- 
thalamic amenorrhea”’. 


ANDROGENIZING SYNDROMES 

Amenorrhea or oligomenorrhea associated with 
hirsutism and infertility is a clinical picture pre- 
sented by many patients. Dysfunction of the adrenal 
cortex is the seat of trouble in many of these patients. 
The irregular cycle dates to adolescence. Some ten- 
dency towards virilism appears early in the menstrual 
life. A functional defect in the adrenal cortex 
limits cortisone synthesis thus denying reciprocal 
inhibition to ACTH production. Excess ACTH 
overactivates the androgen preducing cells of the 
adrenal. Moderate elevation of 17-ketosteroid ex- 
cretion is found in the urine. 

These patients have been treated successfully by 
the judicious use of cortisone. Under cortisone treat- 
ment ACTH producticn is reduced and 17-ketos- 
teroid excretion drops to normal. Many of these 
patients begin to menstruate cyclically. The dose of 
oral cortisone is 10.0 mg. twice daily for long pericds. 
Such patients tolerate continuing doses of cortisone 
without side effects since it is replacement therapy 
for deficient cortisone production. The hirsute, 
amenorrheic woman often responds to cortisone ther- 
apy with cyclic menstruation. Hair growth is re- 
tarded but I have yet to see one who could completely 


forsake the razor or depilatory. Cyclic menstrua- 


tion is established in a fair number of them and 
pregnancy has been reported in patients with a long 
history of infertility. 


Stein-Leventhal Syndrome 

Obesity, hirsutism, amenorrhea, and _ infertility 
associated with large, hard, sclerotic ovaries form a 
symptom complex known as the Stein-Leventhal 
syndrome. The large, polycystic, sclerotic ovaries 
are treated surgically. Wedge resection reducing 
the ovarian mass to approximately normal size often 
establishes cyclic menstruation. Hair growth is 
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retarded but not completely lost. Fertility is estab- 


lished in a relatively high percent. 

Such a case was seen recently. She was 24 years 
of age, had menstruated only a few times since the 
menarche at age 14. She was 5 years married and 
infertile. Pregnancy occurred 4 months after wedge 


resection of the ovaries. 


Cushing’s Syndrome 

Amenorrhea and oligomenorrhea are often the first 
symptoms of Cushing’s syndrome. Recently I had 
the unhappy experience of treating such a patient 
by estogen-progesterone therapy in whom a bleeding 
episode was not induced. She returned some 12 
months later, after a visit to the Johns Hopkins, with 
a full blown clinical picture of Cushing’s syndrome: 
purple striae, glycosuria, hyperglycemia, osteo- 
porosis with compression fractures, and hyperten- 
sion. Menstruation has occurred cyclically since a 
bilateral total adrenalectomy was done by Dr. Austin 
Dodson, Jr. 

There is a lesson here. Any amenorrheic, oligo- 
menorrheic patient who fails to establish a bleeding 
rhythm on estrogen-progesterone therapy should 
alert us to the possibility of a dysfunction other than 
pituitary-ovarian insufficiency. The amenorrheic, 
hirsute woman, the patient with Stein-Leventhal 
syndrome, or Cushing’s syndrome does not men- 
struate following cyclic steroid therapy. Patients 
who do not bleed after a trial with such treatment 
should be suspect of some disease or dysfunction 
outside the pituitary-ovarian axis. 

Virilizing Tumors of the Ovary 

Androgenizing tumors of the ovary: ahrenblas- 
toma, adrenal cell tumors, Leydig cell tumors, are 
exceedingly rare. When they do occur, amenorrhea 
and oligomenorrhea are early symptoms. Vcice 
change and enlargement of the clitoris antedate the 
amenorrhea or oligomenorrhea. Patients suspected 
of an androgenizing tumor either in the adrenal or 
the ovary should be placed on cortisone in large 
dose, 100.0 mg. daily for a week. A 17-ketosteroid 
assay is done before and after treatment. Cortisone 
suppresses 17-ketosteroid excretion from adrenal- 
cortical hyperplasia but has little effect on the ex- 
cretion from an androgenizing tumor either in the 
adrenal or ovary. This provides a useful diagnostic 
test for differentiation of ovarian or adrenal neo- 
plasm from hyperfunction. 


SUMMARY 
We have briefly touched upon those clinical states 
in which amenorrhea and oligomenorrhea are prom- 
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inent symptoms. Differential diagnosis is made in 
the majority of patients on the basis of clinical 


history alone. The basal temperature aids in dif- 


ferentiating the ovulatory from the anovulatory cycle. 


Estrogen therapy in 20-day treatment courses is 
of value in bringing the asexual, biologically re- 
tarded girl with primary amenorrhea into a reason- 
able state of female somatosexual maturity. 

Cyclic estrogen-progesterone establishes a normal 
bleeding cycle and sometimes induces ovulation in 


the long interval anovulatory cycle. It is of no value 
in the long interval ovulatory cycle. 

Cortisone for the oligomenorrheic hirsute, infer- 
tile woman is occasionally helpful. 

Surgery is indicated in the Stein-Leventhal syn- 
drome, androgenizing tumors of the ovary and 
adrenal cortex, and in rare cases of Cushing’s syn- 
drome with adrenal cortical hyperplasia. 


Medical Arts Building 
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Mental Health 


Twenty years ago the chance of being hospitalized 
for a severe mental illness during a lifetime was one 
in twenty. Today it is nearly one in ten. More than 
ten million Americans—one in every sixteen—are 
now suffering from some form of mental disorder. 
About three-fourths of a million of these are in the 
care of mental hospitals—14,000 in Virginia alone. 
Mental illnesses account for more than half the 
number of patients in all hospitals for all diseases 
in the entire country. Moreover, some two and one- 
half million men, women, and children have been 
treated for some mental disorder in the past year. 
It is estimated that another six million patients have 
serious mental and emotional illnesses that are re- 
sponsible for physical illness that requires treatment 
at general hospitals. 

Facilities for treatment of these mental disorders 
Little more than half the 
necessary beds for good treatment in mental hospitals 


are pitifully inadequate. 


are available. The American Psychiatric Associa- 
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tion inspected 124 mental hospitals and could ap- 
prove only eight and conditionally approve only 
thirty-one others. 

In the forefront of the battle against diseased 
minds is the National Association for Mental Health, 
represented in this state by the Virginia Association 
for Mental Health. 


sociations are conducting the annual campaign for 


The Virginia and National As- 
members and funds this month. The Virginia As- 
sociation needs mass support for its two-pronged 
attack consisting of education and service. 

The generally unrecognized vastness of the mental 
illness toll places on all of us the responsibility of 
supporting the National and Virginia Association 
for Mental Health. 
and they need our support if we are to be mentally 


We need these organizations 


as well as physically healthy people. 


Contributions may be mailed to MENTAL HEALTH, 
in care of your local Postmaster. 
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Abnormal Bleeding at the Menopause 


NY consideration of abnormal bleeding at the 

menopause is primarily concerned with the 
question of genital malignancy. All the diagnostic 
procedures and general principles of the proper man- 
agement of unusual vaginal bleeding in women dur- 
ing this phase of their lives are aimed at establishing 
a proper diagnosis. It seems almost trite to state, 
but is never the less applicable to this situation, 
that no treatment can be hoped to be successful with- 
out first establishing a definite reason for the ab- 
normal bleeding. Mismanagement of bleeding con- 
ditions is probably never more serious than it is 
in patients at, or past the menopause. 

The menopause is usually characterized by a grad- 
ual cessation of menses, with a concomitant diminu- 
tion in the amount and duration of the menstrual flow. 
In an occasional instance the menstrual function 
will cease abruptly, but the former type of menopause 
is far more common. Flooding, or menorrhagia, at 
the time of the menses is not the rule in women dur- 
ing the menopause. This condition is definitely 
abnormal and requires investigation as to its cause. 
Inter-menstrual bleeding is even more significant 
during this period, than it is in women of lesser 
vears, although it usually signifies the need for 
further study in any woman, regardless of age. Re- 
ported statistics for years have shown that women 
who experience prolonged or excessive bleeding in 
association with the menopause are more likely to 
develop endometrial carcinoma than those in whom 
there is no meno-metrorrhagia!. Post menopausal 
bleeding of any type is a screaming danger signal 
that demands exhaustive study until a satisfactory 
explanation for its presence has been found. It has 
been estimated that at least four out of ten women 
who seek medical aid for vaginal bleeding one to 
two years after the menopause have a malignant 
tumor of the uterus*. From this we can safely state 
that any vaginal bleeding of an unusual nature dur- 
ing the menopause, and any post menopausal bleed- 
ing, demands a complete study. 

The benign conditions responsible for the unu- 
sual or abnormal bleeding at the menopause need 
little discussion here. Certain lesions of the vulva 
and vagina of a benign nature, such as vulvitides, 


vaginitides, traumatic lesions and benign tumors 
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will sometimes produce vaginal spotting. Vaginal 
bleeding will occasionally result from benign cer- 
vical lesions, such as erosions, eversions, and cer- 
vical polyps. However, we must bear in mind that 
the burden of the proof is on the physician, once 
the patient has presented herself, and he must satisfy 
himself that the patient is suffering from a benign 
condition and only that, through the use of vaginal 
smears, biopsies, and dilatation and curettage. We 
must always realize further, that benign and malig- 
nant conditions can, and do, exist conjointly. 

Likewise benign conditions of the uterus, tubes, 
and ovaries, can produce unusual vaginal bleeding. 
However, the finding of endometrial carcinoma and 
fibroids of the uterus is by no means uncommon 
in menopausal women. Ovarian cysts of various 
types may also be coexistant with malignant condi- 
tions. We must likewise remember that menopausal 
women may suffer from the bleeding conditions of 
pregnancy, such as abortions, tubal pregnancies, etc. 
As with the preceding conditions, maligant lesions 
may also be associated with these causes of vaginal 
bleeding. Therefore it behooves us, as physicians, 
to be extremely careful not to overlook some serious 
condition in a menopausal woman, in whem we may 
have discovered some benign condition, that could 
be responsible for the unusual bleeding. 

Probably one of the most abused agents in the 
management of the menopause, and_ particularly 
bleeding conditions associated with the menopause, 
is endocrine therapy. It is extremely dangerous to 
employ estrogens in the treatment of the menopause 
without the benefit of a diagnostic dilatation and 
curettage preceding and following its employment. 
The prolonged use of endocrine therapy (estrogens) 
will often lead to bizarre endometrial patterns and 
in many instances the therapeutic agent itself is 
responsible for unusual vaginal bleeding. Prolonged 
estrogen stimulation of the endometrium often results 
in a condition called papillary adenomatous hyper- 
plasia. It has been stated that if this condition is 
discovered in a woman who has been on estrogen, 
the estrogen should be discontinued, and the D. & C. 
repeated in one month. If the hyperplasia is still 
present on the second D. & C., hysterectomy should 
be strongly considered. In any woman in the meno- 
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pause, who has not been on estrogen therapy, and 
in whom hyperplastic endometrium is discovered, 
a prophylatic hysterectomy is probably in order’. 
Radium therapy is not indicated in menopausal 
women with hyperplastic endometrium, if indeed, it 
is indicated in any menopausal woman, There is 
a three times greater chance of women who have 
received low dosage irradiation developing endome- 
trial carcinoma according to Peightal & Crawford!. 

The proper management of menopausal women 
with unusual vaginal bleeding entails a careful his- 
tory and general physical examination. Pelvic ex- 
amination should be thorough and should include 
speculum examination in order to completely visual- 
ize the upper vagina and cervix. Papanicolau smears 
can be employed if facilities are readily available 
for their expert interpretation. In my opinion, how- 
ever, negative Papanicolau smears do not preclude 
the presence of genital malignancy. Cervical biopsy 
is mandatory for any suspicious lesion. This should 
be performed with a knife, and should consist of a 
cone biopsy at the squamo-columnar junction. Diag- 
nostic dilatation and curettage should be performed at 


least once, and as often thereafter as conditions war- 


(1) Peightal, T. C. and Crawford, D. G. Jr., Obst. and 
Gyn. 5: 439, 1955. 

(2) Brzezinsky, A. and Bromberg, Y. M., Obst. and Gyn. 
1: 359, 1953. 


rant, on every menopausal woman with unusual vag- 
inal bleeding despite the discovery of any other lesion 
that might be considered responsible for the unusual 
vaginal bleeding. Where unusual endometrial pat- 
terns are discovered, repeat D. & C.’s are considered 
to be vitally necessary. Prophylactic hysterectomy 
should be employed whenever repeated dilatations 
and curettages reveal a continuance of bizzare en- 
dometrial patterns. Ovarian tumors of any size 
should be investigated through the use of laparotomy, 
and where the slightest suspicion of malignancy 
bilateral total 
hysterectomy should be performed. 


exists, salpingo-oophorectomy and 

In general the crux of the situation, in so far 
as the management of abnormal menopausal bleed- 
ing is concerned, lies with measures aimed at estab- 
lishing a proper diagnosis. Once the diagnosis has 
been established, appropriate treatment can be insti- 
tuted. 
readily follow the employment of the simple routine 


Reaching the correct diagnosis will usually 


mentioned above with whatever other studies may 
The blind 


employment of endocrine or any other therapy, is 


evolve from the following of that routine. 


to be deplored in the management of women in the 
menopausal age group. 
1001 W. Franklin Street 


Richmond, Virginia 


Controlled by ACTH 


Further evidence of the value of corticotropin 
(ACTH) in treating a skin disease which usually 
results in death was reported in the March 24th 
Journal of the American Medical Association. 

Dr. Richard B. Stoughten, Chicago, used the syn- 
thetic hormone for pemphigus vulgaris, a chronic and 
usually fatal disease of unknown origin. It causes 
blisters on the skin and involves the general health 
of the patient. 

He gave corticotropin to nine patients for periods 
ranging from one and a half to four and a half years. 
All but one of the patients probably would have died 
of the disease if they had not received corticotropin. 
Corticotropin never failed to suppress the blister for- 
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mation, although it had no effect on the underlying 
cause of the disease. Side-effects from the hormone 
were “surprisingly” few. 

All the patients had periods during which the 
disease process was quiet and required no corti- 
cotropin, but they also had flare-ups during which 
greatly increased doses were needed to control the 
disease. Generally, however, dosage needs were 
“remarkably constant,” which means treatment ex- 
cept for occasional hospitalization can be continued 
on an outpatient basis indefinitely. 

Adequate control of pemphigus vulgaris with cor- 
ticotropin for indefinite periods of time seems en- 
tirely possible, Dr. Stoughton concluded. 
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Hypofibrinogenemia in Pregnancy 


YPOFIBRINOGENEMIA or afibrinogenemia 
is a syndrome occurring in conjunction with 
several obstetrical complications. The complica- 
tions themselves are not necessarily related, but their 
association with fibrinogen depletion allows them 
to be grouped together tor purposes of discussion. 

Depletion of fibrinogen may be so great that un- 
controllable hemorrhage follows, hence it is impor- 
tant that this condition be recognized so that appro- 
priate steps may be taken to correct the blood clotting 
defect. 

In certain cases of abruptio placentae it is rec- 
ognized that the maternal blood loses its ability to 
clot; or if clotting does occur, an unstable and in- 
effective clot is formed. A somewhat similar con- 
dition, slower in its onset, has been recognized in 
association with fetal death in utero where the preg- 
nancy is retained. In both conditions the alteration 
of the clotting mechanism is associated with a wide- 
spread intravascular deposit of fibrin and associated 
decrease in fibrinogen. Other components of the 
clotting mechanism are often decreased. 

There are three reactions in the formation of the 
blood clot. The first is the activation of thrombo- 
plastin. This is thought to occur by an interaction 
of the blood platelets with a plasma factor (anti- 
hemophiliac globulin) which results in the libera- 
tion of thromboplastin. The thromboplastin trans- 
forms the prothrombin into thrombin. The third step 
is the formation of the fibrin clot by the action of 
the thrombin upon the fibrinogen. 

Slow intravenous infusion of thromboplastin in 
dogs will produce widespread deposit of fibrin with 
a decrease in fibrinogen and ultimately a condition 
of incoagulable blood. 

The decidua and placenta are rich in thrombo- 
plastin and may serve as a ready source of this 
important component of the clotting mechanism. 

Steiner and Lushbaugh in describing the syndrome 
of amniotic embolism noted that the clotting mech- 
anism of the blood was altered, for there was often 
a history of profuse bleeding and the postmortem 
blood was fluid. 

Reid states that uncontaminated amniotic fluid 
contains a substance which behaves like thrombo- 
plastin. He believes that this is the origin of the 
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incoagulable blood in amniotic fluid embolism inas- 
much as there is a decided decrease in fibrinogen 
particularly in the nen fatal cases. Schneider does 
not agree with Reid on this point, stating that the 
intravascular deposits are not similar to those noted 
in fatal cases of abruptio placentae and dead fetus 
syndrome. 

Schneider has proposed an interesting scheme as 
to the mechanism of the production of this sequence 
of events in abruptio placentae. He believes that 
the retroplacental hematoma increases because of the 
hydraulic pump-like mechanism of the arterial blood. 
This in time ruptures along the path of least resist- 
ance which is often into the maternal sinusoids and 
carries with it the thromboplastin from decidua and 
placental breakdown. In cases of separation of the 
margin of the placenta or in cases of placenta previa, 
the blood escapes from the hematoma through the 
cervix and vagina and does not result in the intro- 
duction of thromboplastin and blood into the mater- 
nal circulation. 

In the case of the dead fetus syndrome he has 
suggested that a somewhat different situation is 
present in that some areas of the placenta become 
necrotic and undergo liquefaction. This placental 
debris rich in thromboplastin is introduced into the 
maternal circulation and initiates the mechanism just 
described. 

We have encountered two patients whose case 
histories illustrate some of the points just mentioned. 

The first patient is a 24 year old white, married 
female, pregnant for the fourth time. The first 
two pregnancies were delivered at term. The third 
pregnancy was complicated by premature separation 
of placenta at the 24th week of gestation with death 
of the fetus. 

She reported for prenatal care at the third month 
of her fourth pregnancy. At this time all findings 
were normal except that she had an anti Rh antibody 
titer of 1:64. Repeated determinations showed no 
change in the antibody titer during this pregnancy. 
At 24 weeks gestation she developed signs of toxemia 
with edema, albuminuria and hypertension. With 
rest, sedation and restriction of sodium these signs 
decreased and the findings became normal. At 
28 weeks she reported that the fetus had not been 
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felt to move for several days. The fetal heart was 
not audible at this time. At 36 weeks she noted 
spontaneous onset of purpuric areas on the arms 
and legs. Blood studies done at this time showed a 
marked reduction in fibrinogen, (98 mg. ‘~), with 
a reduction in platelet count and a mild degree of 
anemia. On the following day the fibrinogen level 
had fallen further to 35 mg. %. Blood was obtained. 
We had secured fibrinogen for intravenous use. 
Labor was induced by artificial rupture of mem- 
branes. Fibrinogen and blood were given intrave- 
nously during labor and delivery. After a four hour 
labor she was delivered of a macerated fetus. Bleed- 
ing was profuse and the blood failed to clot, so further 
fibrinogen was administered. One hour after delivery, 
blood drawn into a test tube clotted in 10 minutes. 
Two hours after delivery the patient had a hemor- 
rhage of about 800 cc. of blood with associated 
uterine atony; this responded to intravenous oxytocin. 
The blood contained a few clots. Four hours after 
delivery the clotting time of the blood in the test 
tube was reduced to five minutes. On the morning 
after delivery the blood clotting time was four min- 
utes. Fibrinogen had risen from a low of 35 mg. % 
on the day of delivery to 400 mg. % or a normal 
level, 48 hours after delivery. Her convalescence 
from this point was uneventful. 

The second patient was a 32 year old, white, 
married female, pregnant for the second time, who 
was admitted to the hospital for elective induction of 
labor at term. Her antepartum course was entirely 
uneventful. Labor was induced by artificial rupture 
of membranes and after a first stage of five hours, 
she was moved to the delivery room. After being 
placed on the delivery table, she became markedly 
cyanotic, but the respiratory rate was not depressed 
nor was there any evidence of obstruction to the nose 
and throat. She was given oxygen and an oropharyn- 
geal airway was inserted but the cyanosis increased. 
Her blood pressure was found to be 80/40 and a few 
minutes later her blood pressure was unobtainable. 
At this time bleeding was noted from the gums and 
from the nose. Intravenous fluid was begun and the 
blood drawn for cross matching failed to clot. Fi- 
brinogen was 166 mg. % at this time. Bleeding 
continued from the nose, the mouth and beneath 
the skin at sites of all the venapunctures. Forty- 
five minutes later her blood pressure had risen to 
120/60 but she was still deeply cyanotic in spite 
of deep respirations and an unobstructed airway. 
Fibrinogen was secured and was administered with 
whole blood. A stillborn female infant was deliv- 
ered by outlet forceps. The placenta was removed 
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and the uterus was explored manually, and found 
to be intact. Following the delivery the uterus was 
quite soft and she bled steadily in spite of con- 
tinuous manual compression of the uterine fundus. 
One thousand cc. of blood was measured in the 
blood loss. This blood showed no clot formation. 
She had already received three grams of fibrinogen, 
and another three grams of fibrinogen was given after 
delivery with 500 cc. of freshly drawn blood. 

Even while receiving blood, her blood pressure 
could not be maintained above 80/60 at this time. 
Two hours after delivery another freshly drawn pint 
of blood was given and by the addition of norepine- 
phrine to the intravenous infusion, the blood pres- 
sure could be maintained. At this time the idea that 
she might have intracranial bleeding prompted the 
fundoscopic examination but no abnormalities were 
found. Four hours after the onset of her symptoms 
she began to awaken, and the airway was removed 
from the mouth. Her blood pressure was unstable 
and would fall to 85 millimeters of mercury systolic 
even while receiving blood. Four hours after delivery 
there was no vaginal bleeding. The uterus was firm 
and the blood showed evidence of clotting in the test 
tube. Her blood pressure continued to be quite un- 
stable and fell to levels of 80 unless the norepine- 
phrine was maintained. At this time she was started 
on a program of adrenal cortical replacement. 
Twelve hours after delivery the norepinephrine was 
discontinued and the patient was alert without any 
gross evidence of hemorrhage or thrombosis intra- 
cranially. Her hemoglobin was 56 percent, the 
fibrinogen was found to be 353 mg.%. Her condi- 
tion remained good except for symptoms of anemia 
and some mental depression associated with the 
loss of her infant. Adrenal cortical hormones were 
slowly deceased over a period of several days, and 
she was discharged on the 9th postpartum day. 
Subsequent examinations have been normal. 

Treatment of the coagulation defect should be 
directed toward replacement of fibrinogen. A prep- 
aration of fibrinogen is now available but is not 
yet widely distributed. The use of fresh blood is 
valuable. Bank blood is of little use in attempts 
to correct the defective clotting. Lyophilized plasma 
has much to recommend it in the treatment of this 
syndrome. The simple clot observation test will 
serve as a bedside guide to therapy. The critical 
level of fibrinogen is near 100 mg. %. Below this 
level clotting may not take place or if a clot does 
form lysis of the clot may follow. It is thought by 
most authorities that the error of coagulation should 
be corrected before attempts to terminate the preg- 
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nancy are made. If this approach is followed, vaginal 
delivery is often feasibie and hysterectomy in an 
attempt to control bleeding will not be needed. 


SUMMARY 
Defective coagulation of maternal blood is known 
to occur as a result of fibrinogen depletion secondary 
to intravascular fibrin deposition in several unrelated 
obstetrical complications. The mechanism of this 
reaction is discussed and the therapy is outlined. 
Two illustrative cases are cited. 
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2913 Park Avenue 
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Dermatitis 


It apparently isn’t possible to put out a product 
for use on the skin that won’t cause somebody, some- 
where, to break out in a rash. A new product might 
be used safely by two million people but not by 
the one who is sensitive to something in it. Doctors 
treating hard-to-explain skin troubles often have a 
hard time finding a solution unless they can dis- 
cover the individual’s particular sensitivity. The 
list of possible causes of sensitivity is long. 

Two more items—an antiseptic soap and facial 
tissues—were added to the list by reports in the 
April 7th Journal of the American Medical Asso- 
ciation. 

The report by 
Medical 
laboratories, Boston, said that ordinary soap gen- 
erally won't bother anybody. 


Irvin H. Blank, Ph.D., of the 
Harvard School dermatological research 
But excessive use might 
be partly responsible for skin trouble or aggravate 
a preexisting skin condition among a few people. 
And some rare individuals have been found to be 
sensitive to dyes or perfumes in otherwise harmless 
soap. Dr. Blank said he has now found this is also 
true of a soap containing a chemical intended to 
make it antiseptic. 


In the other report, Drs. Samuel M. Peck and 
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Laurence L. Palitz, New York, said so-called ‘wet 
strength” facial tissues, which have been treated to 
make them more moisture resistant, might bother 
some people. 

Dr. Blank said the presence of a chemical (tetra- 
methylthiuram disulfide) in an antiseptic soap 
causes rashes among persons already sensitive to the 
chemical from contact with rubber products con- 
taining it. However, few other persons appear to 
be sensitive to the chemical in the soap. In a 17- 
month period only about one case of dermatitis for 
every two million bars of soap sold was reported to 
the manufacturer, who has kept close watch on the 
situation. There appears to be no more allergic 
reactions to the soap among ordinary users than there 
were before the addition of the chemical 

The New York physicians found that three of 
50 patients who underwent various tests were allergic 
to synthetic resins, agents used to make ‘wet- 
strength” facial tissues more moisture resistant. 
There were no reactions among the patients to tissues 
without the resins. 

Tissues containing these resins may be considered 
as a cause of dermatitis, especially in the presence 
of breaks in the skin, such as those following a cold. 
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HE FIRST GREAT category of abnormal bleed- 

ing in pregnancy is that of disturbance of the 
normal relationship of the ovum and its immediate 
maternal environment. 

Abortion, or miscarriage, meaning loss of the fetus 
before viability, occurs in about one third of all 
pregnancies, with the greatest incidence of such loss 
in those women with the least or no prenatal care. 
Here we must distinguish between threatened abor- 
tion, imminent or inevitable abortion, incomplete 
abortion, missed abortion, or other cause for bleed- 
ing, primarily to attempt to save the threatened 
abortion or to promptly complete the incomplete 
abortion or other type of fetal loss in the interests 
of maternal welfare. There is no substitute for 
prompt and careful history, general physical exam- 
ination, speculum examination and gentle and 
judiciously timed bimanual examination in order 
to make the proper differential diagnosis and to 
institute immediate proper management accordingly. 
It would seem, from our personal experience and 
extensive review of current literature, that regardless 
of which mode of teatment other than temporary 
rest, sedation, and reassurance to the patient con 
cerning the diagnosis and prognesis, two-thirds of 
all threatened abortions proceed to viability anyhow. 
Our personal experience implies that between 20 and 
30 percent of unregistered patients first seen with 
bleeding suggestive of abortion lose the fetus, while 
on the other hand, less than 5 percent of cur pa- 
tients that register early and get started promptly 
on a satisfactory prenatal care schedule terminate 
by fetal loss. There is no question but that socio- 
economic-environmental-educational status plays a 
large role in the problem of abortion. 

There is also a kind of “normal” bleeding fairly 
often seen in the first trimester of pregnancy. Speert 
and Guttmacher observed that of 225 consecutive 
patients with bleeding who did not abort, vaginal 
bleeding was noted in 8 percent on or before the 
40th day in the absence of pain or cervical cr other 
lesions and this was interpreted as physiological 


implantation response. Such bleeding was three 
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times as frequent in multiparas as in primigravidas. 
Macroscopic bleeding associated with implantation 
may simulate menstrual flow, but usually is less 
in amount and duration. This quite logically ex- 
plains the not infrequent disparity between calcu- 
lated duration of pregnancy and a disproportionately 
large fetus, e.g. the 8 pound 8 months baby we some- 
times encounter. 

The differential diagnosis between physiologic 
(implantation) bleeding and pathologic (threatened 
abortion or other) bleeding is clinically economically 
and psychologically important to the patient and 
her family as well as to her doctor. No treatment 
is necessary for the first and there is no consistently 
successful specific treatment for the second except 
generally prophylactic. (On the other hand if en- 
docrine therapy is successful in converting anovula- 
tory cycles with ensuing pregnancy in a sterility 
problem, then it seems logical to assume that such a 
pregnancy should also receive supporting endocrine 
therapy.) 

Etiology of abortion: In general all causes lead 
to deranged decidual-placental relationship, espe- 
cially of vascular integrity and to hypermotility of 
the uterine musculature, and thence to decidual- 
retroplacental hemorrhage and expulsion of part or 
all of the products of conception. 

I. Systemic maternal causes, having to do with 
nutriticnal and general state of health include: 

1. Anemia, avitaminosis, (A, D, B group, C, 
K, and P), hypoproteinemia, liver deficien- 
cies, subclinical hypothyroidism and other 
hormone deficiencies. 


~ 


2. Vascular and renal deficiencies of hyper- 
tensive-cardio-vascular and the chronic 
renal diseases. 

3. Acute and chronic infections and febrile 
diseases of all types. 

4. Other chronic degenerative and/or debili- 


tating diseases. 


The role of emotional stress and physical 
fatigue, especially in habitual abortion, must 
not be overlooked. 
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All of these factors require immediate supportive 
if not curative therapy if we are to increase the fetal 
salvage rate. 


II. Local maternal pelvic organ abnormalities: 
1. Anomalies of uterus—bicornuate, septate, 
double uterus, rudimentary horn, etc., pre- 
disposing to poor implantation and/or sup- 
port of the ovum. 


2. Retroflexion and retroversion of uterus can 
be said to be a contributing cause of abor- 
tion in association with deranged _pelvic- 
uterine vascular balance. 

3. Pelvic tumors, especially uterine myomata 
of the submucous-intramural variety may 
cause crowding and irregularity of the 
ovular space, decidual vascular deficiencies, 
uterine dyskinesia, and hence abortion. 

4. The incompetent cervix is often overlooked 
as a major factor in repeated abortions or 
premature deliveries. Here there is gross 

patency (patulousness) and loss of fibro- 

muscular tone of the cervical canal, internal 
os and even the lower segment of the uterus, 
associated with previous lacerations from 
delivery, careless dilatation of the cervix 

(the Goodall dilator is mentioned only to 

be condemned), descensus or prolapse and 

subinvolution of the uterus. Such problems 
can be readily managed surgically between 
pregnancies. 

Here 

we are dealing with the “defective ovum” or “poor 

germ plasm” theories of Streeter, Hertig, and Mall, 
wherein occurs fetal agenesis, monstrosities, etc. In 


Ill. Anomalies of ovular development: 


this group the fetus dies first so we may assume, 
then trophoblastic failure, bleeding, and abortion 
takes place. 

We must also consider here defects or deficiencies 
and accidents of relationship of placenta-membranes- 
dedicua and of the umbilical cord. Atherosclerotic 
and fibrinous infarcts, or so-called premature senility 
of the placenta, reduce the efficiency of the placenta 
as the life-sustaining oxygenating and _ nutritional 
membrane for the fetus, hence often fetal death 
literally by starvation. Certain anomalies or defects 
of the membranes and cord must not be forgotten, 
such as velamentous insertion of the cord, excess 
torsion, knots in the cord, abnormally long or short 
cords, and hematomas of the cord. 

Premature separation of the normally implanted 
or placenta previa must be mentioned particularly 
to emphasize the same connotations regarding hem- 
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orrhage and maternal danger and fetal loss in the 
fourth to sixth months, as in the seventh to ninth 
months, though not as often accurately diagnosed in 
the earlier as in the later months. This phase of 
obstetrics alone is worthy of hours of discussion of 
course, but is not the object of this paper. 

Again the renewed recognition of the old problem 
of afibrinogenemia, its diagnosis and specific ther- 
apy, is mentioned for the sake of completeness. We 
are indebted to Dr. Edwin Rucker for his excellent 
review of this subject on this panel. 

In contrast to the “defective ovum” theory already 
noted, Javert at Cornell has done extensive work 
showing that a very frequent cause of abortion is 
the primary defect in the decidual-placenta relation- 
ship of decidual hemorrhage, wherein the hemor- 
rhage occurs first causing “starvation of the villi”, 
then follows death of the fetus before, during, or 
immediately after the spontaneous abortion. Javert 
found microscopic proof in 61 percent of 1,500 spon- 
taneous abortion specimens, and in 54 percent of 
Worthy 
of note was his finding of an incidence of low ma- 
ternal plasma vitamin C of 66 percent in decidual 
hemorrhage cases. 


specimens from habitual abortion cases. 


He postulates that the onset of 
decidual hemorrhage may be precipitated by decidual 
engorgement associated with hyperemia of the fe- 
male reproduction tract upon sexual excitement, and 
he infers in his “stress hysterosthenia hypothesis” 
that increased secretion of epinephrine under stress 
may (via the pituitary) increase oxytocic output 
sufficiently to start premature labor in certain pre- 
disposed individuals. He forbids completely sex- 
life in pregnancy if the patient is an habitual 
aborter. 

Hydatidiform mole with its gradations to malig- 
nant mole and chorion epithelioma as a cause of 
abnormal bleeding are included under anomalies of 
ovular development. Here we have complete agene- 
sis of the fetus, plus aberrant villous and tropho- 
blastic development. 

Ectopic pregnancy produces abnormal decidual 
bleeding, the significance of which has already been 
well covered by Dr. Brock Jones in his excellent 
paper early this morning. We were pleased to note 
his emphasis on both the history and the physical 
examination for differential diagnosis. 

Accidental indirect trauma is a rare cause for 
abortion. As far as directly induced or “criminal 
abortions” are actually concerned, heaven only knows 
how many are actually attempted, in how many 
ways, or how many are successful, and those few 
patients who will admit submitting to or self-at- 
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tempting such dangerous procedures provide only 
meager material to a statistician. 

The best ways in general of preventing abortions 
are first, early and thorough prenatal care, with im- 
mediate attention to any concurrent or intercurrent 
illness or deficiency. (This makes a conscientious 
obstetrician necessarily an alert general practitioner 
of medicine, and vice-versa.) Secondly, in those 
with a history of abortion, one must attempt to cor- 
rect any detectable defects in the individual and her 
pelvis, and also her husband at times, and then 
carry out careful prophylaxis during the pregnancy 
—i.e., proper treatment here starts before conception, 
with particular emphasis on general nutritional and 
vitamin and mineral support, interdiction of coitus, 
hormone therapy in adequate amounts only where 
there is a proven deficit, and frequently of para- 
mount importance, adequate psychological support. 

II. The second general group of sources of uterine 
bleeding in pregnancy are those due to lesions of the 
cervix. 

Cervical polyps, endo- or exocervical are common 
and usually produce only mild bleeding. They are 
readily removed as biopsies, with particular atten- 
tion to the base or pedicle area. 

Erosions and chronic cervicitis, usually existing 
prior to conception, may bleed lightly but frequently. 
The older and more parous the patient, the more 
acutely indicated is ruling out carcinoma of the 
cervix. We should take smears and biopsies, at 
least biopsies, preferably in a hospital where facili- 
ties are readily available for control of excess bleed- 
ing from the hyperemic cervix. It is a matter of 
quite common agreement that when carcinoma of 
the cervix is discovered that we treat the carcinoma 
and disregard the pregnancy except perhaps in the 
last trimester when immediate operation (Caesarean) 
delivery may facilitate treatment of the cervical lesion. 
Carcinoma of the cervix in pregnancy is relatively 
rare with an incidence of from 0.05 to 0.5 percent 


according to what clinic or center is reporting, and 
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the method of diagnosis. 


Smears alone should not 
be relied upon for diagnosis of carcinoma in preg- 


nancy, at least other than by those few with the 
greatest experience in this method, and even then 
should be confirmed by tissue section. 

In the treatment of any lesion of the cervix in 
pregnancy, extensive or deep cauterization or coagu- 
lation should be avoided because of the danger first 
of opening larger vessels and later of fibrosis, steno- 
sis, and cervical dystocia. Satisfactory results most 
of the time are obtained with the mild caustics or 
astringents such as Negatan, Monsel’s solution, 10% 
silver nitrate (not 50% or solid silver nitrate). Fre- 
quently a simple gelfoam pack is efficient in con- 
trolling ooze from such lesions or from the result 
of surgical excision of same. 

Condylomata and verrucae can be removed from 
the portio of the cervix, and some disappear spon- 
taneously anyhow with use of simple conservative 
hygiene. 

Decidual reaction, a localized hypertrophy and 
hyperemia of epithelial and/or stromal tissues in 
pregnancy, is quite common anywhere within or upon 
the pelvic organs, and may be seen frequently at the 
external os of the cervix and sometimes in the portio 
and in the vaginal vault. Bleeding from such 
“lesions” is by diapedesis following engorgement 
and is usually quite mild and self limited. 

Again we wish to emphasize that direct vision 
with a good light and proper use of the vaginal spec- 
ulum is essential to the differential diagnosis of ab- 
normal bleeding. 

By way of summary with a moral: Good, com- 
plete, and early prenatal care with immediate atten- 
tion to any suspect bleeding in pregnancy, with a 
conscientious attempt to diagnose and alleviate the 
cause, will increase fetal salvage and decrease ma- 
ternal morbidity and mortality. 

8 South Washington Street 


Winchester, Virginia 
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Manual Exploration of the Uterus Following 


Delivery 


XPLORATION of the uterus has been a ques- 

tionably accepted obstetrical procedure for many 
years. Our forefathers have condemned this pro- 
cedure and it was only mentioned as a passing fancy 
and used only as a last resort when the patient was 
on her death bed. As early as 1932, Eastman! 
quotes Gheorghin, in Europe, who stated that manual 
exploration of the uterus was a harmless procedure. 
This was done before the time of antibiotics. On 
6,000 patients, the uterus was explored by hand 
with no mortality and a morbidity of 3-4 per cent. 
From his viewpoint, this method of examining the 
intrauterine cavity was harmless and could be carried 
out with relative safety. However, in 1945, Stander 
stated that the danger of infection was greater in 
this procedure than any other obstetrical manipula- 
tion. Other authors have made many conflicting 
statements concerning the pros and cons of manual 
exploration of the uterus in respect to morbidity, 
mortality, infection, and hemorrhage. It all de- 
pended on which school one followed as to the ad- 
visability of exploring the uterus immediately post- 
partum or whether one waited for severe hemorrhage 
before resorting to the intrauterine examination. 

It has been considered an acceptable and good 
obstetrical procedure to manually explore the uterus 
after version and extraction, difficult forceps de- 
livery, manual removal of the placenta, all types of 
fetal destructive operations, postpartum hemorrhage 
from any cause, vaginal delivery after a previous 
Caesarean section, and many cases where the uterus 
is suspected of being ruptured. I feel that everyone 
agrees that the uterus should be explored following 
the above stated conditions and there are many other 
conditions that warrant investigation, however, they 
remain in the questionable group. 

Hoffman? feels very enthusiastic and recommends 
the routine manual removal of the placenta. He 
reported on 977 cases where this procedure was done 
on vaginal deliveries regardless of type of delivery, 
complications of pregnancy, duration and type of 
labor, or anaesthesia. His incidence of postpartum 
hemorrhage of 1.83 and puerperal morbidity of 
2.25% is considered low. Hoffman states and quote, 
“The procedure has allowed the obstetrician to con- 
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trcl the third stage of labor, to assure himself that 
the placenta and membranes have been removed com- 
pletely, and to determine the presence of unsuspected 
intrauterine pathology. The immediate manual re- 
moval of the placenta should reduce the previously 
high morbidity and mortality rate which has been 
associated with this procedure in the past, when 
it was delayed until the patient was in a serious 
condition.” 

Hawkins* reported a group of 3,255 patients who 
had uterine exploration and only one returned to 
the hospital for vaginal bleeding. In a control 
group of 1,098 cases, there were six patients who 
returned to the hospital with bleeding and all of 
these had retained placental tissue. Therefore, he 
concluded that routine exploration of the uterus 
reduced the number of patients who returned to the 
hospital for bleeding from retained placenta, af- 
forded better pelvic evaluation, did not appreciably 
increase morbidity, and appears safe for all phy- 
sicians to use. 

Duckman and Dennen‘ reported 83 manual ex- 
plorations of the uterus in about 700 deliveries, and 
only one patient in this group hemorrhaged enough 
to require hospitalization. They compared their 
group with another group of 9,783 deliveries at 
Brooklyn Hospital where 23 patients were read- 
mitted to the hospital for excessive bleeding. 

From approximately 1,200 deliveries in the past 
five years by my associate, Dr. David Sherrill, and 
myself, three patients bled enough to require a 
D. & C. Two patients hemorrhaged enough during 
their hospital convalescent period to require a D. 
& C. before discharge from the hospital. The 
pathology report in both cases revealed decidua but 
no gross placental tissue. The third case which 
eccurred about two,months ago was readmitted to 
the hospital for a D. & C. The patholcgy report 
confirmed placental fragments. Our series com- 
pared favorably with the Brooklyn Hospital group, 
approximately one patient in 400 had vaginal hem- 
orrhage severe enough to require a D. & C. A rou- 
tine manual exploration of the uterus was not per- 
formed in our patients. 

I do not advocate or recommend routine manual 
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exploration of the uterus following delivery; how- 
ever, the procedure is immediately performed on any 
patient who proves to be complicated in the least 
manner. In my hands, the complications usually 
demanding an investigation of the intrauterine cavity 
are: 


Postpartum hemorrhage from any cause. 
Doubtful retained placental or membrane 
fragments. 

Traumatic deliveries. 

Mid-forceps deliveries. 

Suspected rupture of the uterus. 

Suspected anomalies of the uterus—such 
bicornuate uteri or subseptate uteri. 
Leiomyomata of the uterus. 

Manual removal of the placenta. 

Patients who are habitual aborters. 

Version and extraction. 

Atonic uteri. 

Repeated premature births. 

Retained or adherent placenta. 

Post Caesarean section. 

Prolonged labor. 

Multiple pregnancies. 

Cervical pregnancy (one case.) 

Vaginal deliveries following a previous Cae- 
sarian section. 

Intuition (things just do not appear to be 
right. ) 


Most articles that have been reviewed suggest 
and recommend that antibiotics are not necessary 
following a manual intrauterine examination. I am 
not an advocate of the injudicious use of antibiotics; 
however, I use antibiotics in adequate quantities 
following a manual exploration of the postpartum 


uterus. Maybe I can sleep a little better after 
retiring at night. 

Even though I do not recommend routine intrau- 
terine examinations following delivery. I strongly 
advocate that one should be familiar with the tech- 
nique of manual exploration of the uterine cavity 
and one should not hesitate or prolong the examina- 
tion when the indication is present. If one waits 
too long, especially in hemorrhage, the results may 
be disastrous. 

It is realized that this subject is of a very con- 
troversial nature and we will have numerous indi- 
viduals on both sides of the fence arguing each pro 
and con in his favor. The reports in the literature 
have been favorable to routinely explore the uterus 
following delivery; however, these examinations have 
been performed by specialists in the field of Obstet- 
rics and Gynecology. If every Tom, Dick, and 
Harry begins this routine procedure, I feel sure that 
the morbidity and even the mortality rate will cer- 
tainly incease. The lack of knowledge and ex- 
perience in these examinations will prove a hazard 
and the unreported complications will be present 
and some of us will review an occasional mortality 
report. 
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Ford Foundation Grants. 


A $10,000,000 program of grants to the National 
Fund for Medical Education has been announced 
by H. Rowan Gaither, Jr., president of The Ford 
Foundation. The appropriation is intended to assist 
the National Fund for Medical Education in its 
efforts to strengthen the financial support for medical 
schools throughout the United States, both public and 
private, and to develop new sources of such support. 

Grants from the $10,000,000 appropriation will 
be paid to the National Fund on a matching scale 
in a program that could last up to 10 years but might 
be accelerated to completion in five years, depending 
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upon the rate at which the National Fund develops 
additional support for medical education. The maxi- 
mum grant in any one year would be $2,000,000. 


The sliding formula by which The Ford Founda- 
tion will match the National Fund’s receipts is 
designed to give particular encouragement in the 
early years of the plan to increasing the contributions 


of existing donors and to attracting new donors. 


All contributions to the National Fund in excess 
of the 1955 total would be matched dollar for dollar, 
subject to the annual maximum of $2,000,000. 


1. 
2. 

3. 
4. 
5. 
6. 
8. 
9. 
10. 
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Public Health .... 


“Meningitis, Other” 

The Public Health Service has changed the re- 
porting of ““Meningitis—Type” to two groups, ‘‘Men- 
ingococcal Other.” 


Under the latter heading effort is made to identify 


Infections” and “Meningitis, 
the type of the agent producing meningitis. 

Meningitis, as is well known, is inflammation of 
the meninges which occurs as a result of the invasion 
of the central nervous system or its coverings by 
bacteria, viruses, mycosis, spirochetes, or parasites. 
The clinical manifestations will depend on whether 
the infection is primarily basal or cortical in its 
distribution. Affecting the manifestations will also 
be the presence of associated lesions of the brain and 
spinal cord and signs of infection in other parts of 
the body. 

Among the causes of ‘‘Meningitis, Other” the 
tubercle bacillus, the influenza bacillus, the pneu- 
mococcus, the hemolytic streptococcus, the 
staphylococcus are the most usual. In addition, 
the non-hemolytic streptococci, enterccocci, the colon 
bacillus, especially in infants and children, and the 
pyocyaneus bacillus, which may invade the men- 
inges after lumbar puncture for any cause. Occa- 
sional causes of “Meningitis, Other” may be Aero- 
bacter, Proteus, Alcaligenes faecalis, the Brucella, 
the Pasteurella of tularemia, the gonococcus, and 
the Salmonella. 

A number of viral infections cause meningitis but 
most of them produce signs of encephalitis or mye- 
litis as well. The virus of mumps and that of 
measles, the virus of poliomyelitis, and the virus 
of acute lymphocytic choriomeningitis may cause all 
the signs and symptoms of meningitis. These must 
be considered when the patient apparently has a 
form of non-bacterial meningitis. 

The mycoses producing actinomycosis, blastomy- 
cosis, coccidiodomycosis, cryptococcosis, histoplas- 
mosis, and nocardiosis are among the most frequent 
causing meningitis. 


The micro-organisms most commonly preducing 
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spirochetal meningitis are the Treponema pallidum 
of syphilis, and the Leptospira icterohaemorrhagica 
of Weil’s disease. 

The parasitic infection that most commonly in- 
volves the meninges is the Trichinella spiralis that 
produces trichinosis. 

Pathways of infection of the meninges may be 
through the blood stream or through direct extension 
of organisms from the middle ear, the mastoid, 
paranasal sinuses, from infections about the nose, 
lips, and eyelids, from skull fractures, from congeni- 
tal dermal sinuses, through congenital malformations 
as spina bifida, after lumbar puncture, following 
operations on the nose, air injections of the ven- 
A knowl- 
edge of the pathway is important in both diagnosis 
and treatment. 


tricles, operations on the spine or brain. 


From the public health standpoint, the etiologic 
diagnosis is interesting, contributes to statistical 
records, and is important in pointing to probable 
spread of infection. From the clinical standpoint, 
it is essential that the etiologic diagnosis be made 
so that proper treatment can be started early, fre- 


quently by administering one of the antibiotic drugs. 


MONTHLY REPORT OF BUREAU OF 
COMMUNICABLE DISEASES 
Jan.-  Jan.- 
March March March March 
1956 1955 1956 1955 


Brucellosis 4 2 5 6 
Diphtheria 5 5 15 8 
Infec. Hepatitis 54+ 127 166 474 
Measles 4176 497 6708 1269 
Meningococcal Infections 8 14 26 32 
Meningitis (Other) 11 26 

Poliomyelitis 2 2 4 7 
Rabies (In Animals) 53 47 126 157 
Rocky Mt. Spotted Fever 1 0 3 2 
Streptococcal Infections 881 947 1968 2792 

(Incl. scarlet fever) 

Tularemia 2 1 4 5 
Typhoid Fever 1 3 2 13 
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Mental Health... 


Who Are the Patients in Our Mental 
Hospitals? 


Note: This is the fourth in a series of articles on the 
types of patients resident in the Mental Hospitals in 
Virginia. These articles are prepared by the Department's 
Statistician as information about the different aspects of 
the hospital population. Charts, which show a graphic 
picture of the various characteristics of these patients, 
are also included. It is hoped this will be valuable in- 
formation to the medical profession in Virginia. 


JosepH E. Barrett, M.D. 
Commissioner 


The hospital administration is quite concerned 
over the large percentage of aged patients in the hos- 
pitals. Previous articles have shown how long many 
of the patients have been on the records and that the 
functional psychoses are the diagnostic groups that 
remain the longest, building up the aged. Of course, 
there are also the diseases of the senium, but these 
are already aged when admitted. 

The schizophrenics, who have a median age of 
about 30 on admission, had as of June 30, 1955, 
13.6% of their population of 4,062 over 65 years of 
age, 16.6%, 55 to 64 years of age, 24.2 . 45 to 54 


years of age and 25.847, 35 to 45 years of age, thus 


JOSEPH E. BARRETT, M.D. 
Commissioner, Department Mental Hygiene 
and Hospitals 


80.2% are above the median age of admission. 
(Chart No. I) As there is a small number admitted 
each year that are over 45 years of age, the 54.4% 
over 45 years of age in residence on June 30, 1955, 
are a build up of admissions for past years. 

The manic-depressives, who have a median age 
on admission of about 37 years, had as of June 30, 
1955, 32.7% of their population of 1,704 patients 
over 65 years of age, 23.7%, 55 to 64 vears of age, 
22.8%, 45 to 54 years of age, thus a little over 
80.0°% are above the median age of admission. 
(Chart No. II) This diagnostic group is also an- 


'S-2g 
Yerrs 


CHART NO. 1—Percentage distribution of age groups of patients 
diagnosed as schizophrenia resident in Virginia State Mental 
Hospitals as of June 39, 1955. § Under 15 years—0.1% 


Contributed by EDNA M. LANTZ, Statistician, De part- 
ment Mental Hygiene and Hospitals. 
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CHART NO. Il—Percentage distribution of age groups of patients 
diagnosed as manic-depressive resident in Virginia State Men- 
tal Hospitals as of June 30, 1955. 


other age build up group though not as large a group 
as the schizophrenics. 

The median age of admissions for the senile- 
arteriosclerotic groups is about 73. Of the majority 
of the patients resident in hospital on June 30, 1955, 
7 © were in the age group of 65 to 84, which 
bears out the fact that these are mostly recent 
admissions. (Chart No. IIT) 

To emphasize the fact that the problem of the 
aging patient in the hospitals is complicated by the 


345 


build up of the long term functional psychoses group, 
the hospitals had 1,323 patients 65 years of age 
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and over who had been on the records 10 years or 
longer or 11.7% of the total population. Of this 
group, the functional group comprised 72.4% and 
the senile-arteriosclerotic group only 7.8%. (Chart 
No. IV) 

These four articles have endeavored to show by 
word and graphs two of the problems that affect 


hospital administration—the long term patient and 


CHART NO. Ill Percentage distribution of age groups of pa- 
tients diagnosed in the senile arteriosclerotic group resident in 
Virginia State Mental Hospitals as of June 30, 1955. 


the aging patient. In recent years new treatments 
have been developed for mental illness and these 
may in time decrease the large percentage of patients 
in long term residence. However, there will always 
be some patients who will not respond sufficiently 
to treatment to be able to live outside of the hospital 
setting. 

The financial expenditures for caring for the long 
term patients are large—for their personal needs, 
personnel to care for them and facilities to house 
them. It is true that it takes money to have sufficient 
personnel and treatment facilities (including drugs, 
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etc.) to give maximum treatment to new admissions, 
but, if such treatment is effective, how much better 
to spend more for a shorter stay in the hospital than 
the expenses for years of hospital care. 

Many of the long term patients resident in the 
hospitals now might not be there if, at the time of 
their admission, there had been sufficient trained 


personnel and methods of effective treatment used, 


Schirophnenia 
33.2% 


Mawnic- De pressive 
31.2% 


CHART NO. IV—Percentage distribution of diagnoses of patients 
65 years of age and over who have been on the records of 
Virginia State Mental Hospitals 10 years or longer on June 
30, 1955. 


that would have been instrumental in their leaving 
the hospital as persons who could live in their 
homes and communities. However, it will be a 
period of time before the valuation of the new treat- 
ments can be shown from a statistical standpoint 
and compared to the past build up of patients in the 
hospitals. 


This concludes the series on hospital residents, 
but, in order to complete the picture of hospital 
patients, there will follow articles on admissions and 
discharges. 
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Cwrent Currents 


MANY BILLS of interest to the medical profession were considered by the 1956 session 
of the General Assembly. Following is a brief roundup of bills passed by both Houses: 


Bills: 


#57: This bill creates the Virginia Treatment Center for Children. It provides the 
conditions for admission or transfer of emotionally disturbed or mentally ill 


children. This Center is to be located within 15 miles of the City of Rich- 
mond. 


Senate 


: This bill amends Section 37-75 of the Virginia Code by increasing the fee for 


physicians serving on lunancy commissions to $10. 


: This bill amends Section 54-278, which relates to division of fees between 
physicians and surgeons. The amendment provides that “nothing in this chap- 
ter shall be construed as prohibiting the members of any regularly organized 
partnership or group of duly licensed practitioners of any branch or branches 
of the healing arts from making any division of their total fees among them- 


selves, or from using such fees to defray their joint operating costs, as they 
may determine .. .” 


: A bill relating to communications between physicians and patients. Physician 
not required to disclose any “information acquired in attending a patient in 
a professional capacity if such information was necessary to enable him to fur- 
nish medical care to the patient unless the physical or mental condition of the 
patient is at issue... . provided, however, that the judge of any court of rec- 
ord may . ... compel disclosure of such information in any case where in his 


opinion disclosure of same is necessary to the proper administration of jus- 


This bill provides that no person shall be appointed more than once to suc- 
ceed himself as a member of the State Board of Health. Appointments to fill va- 
cancies shall not be considered in determining eligibility. 


A bill to permit local health officers to request persons having or suspected of 
having tuberculosis to be examined for the purpose of ascertaining the presence or 
absence of the disease and determining the degree of communicability, if any. Any 
suspect who refuses to comply within a designated time limit may be quaran- 


tined or isolated. Decision to quarantine may be appealed within 15 days to 
State Health Commissioner. 
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Senate Joint Resolution: 
#19: Provides for a VALC Study of the question of employment of physicians by 
hospitals and institutions, and the relationship between physicians, hospitals, 


and institutions furnishing medical and hospital care to the public. 


House Bill: 
#14: This bill provides that .15 per cent content of alcohol in the blood of a de- 


fendant is prima facie evidence that he is under the influence of intoxicants while 
driving an “automobile. 


Anyone desiring additional details on any bill considered by the General Assembly may 
contact the State Office, 1105 West Franklin Street, Richmond. 


QUESTIONS concerning the professional liability insurance program of The Medical 
Society of Virginia continue to be received. Two of them are answered below: 


Q: Does the professional liability insurance program of The Medical Society of Virginia 


encourage the existence of insurance committees in the various component societies? 


: The Insurance Committee of The Medical Society of Virginia and the Saint Paul- 
Mercury Indemnity Company believe that component insurance committees are 
absolutely necessary if the program is to achieve maximum results. The success 
of the program will depend, in large part, upon the cooperation of the component 
societies. Through the component insurance committees will come the education 
and supervision so vital at the local level. 


How many years experience in a given area does the insurance company require 


before it will consider adjustment of rates? 


Although the Saint Paul Company has stated that the experience will be reviewed 
at the end of an 18 months period, it is only fair to point out that this is a rather 
short period of time in which to expect definite results. It is generally agreed that 
it usually takes close to three years to develop the experience necessary for rate re- 
vision. However, the Insurance Committee would assure you that an adjustment 


of premium rates will be accomplished as soon as possible. 


CONTRIBUTE NOW 
to the 


AMERICAN MEDICAL EDUCATION FOUNDATION 


: 


The Medical Society of Virginia .... 


Congress on Industrial Health. 

The Sixteenth Annual Congress on Industrial 
Health was held at the Sheraton-Cadillac Hotel, 
Detroit, January 23-24, 1956. 

Dr. Boyd H. Payne, representing The Medical 
Society of Virginia, reports: 

William P. Shepard, who presided, stated the pur- 
pose of the meeting was “to call together a conclave 
of people interested in health and welfare of people 
in occupations’’—and that this meeting and organi- 
zation was set up under the A. M. A. Council of the 
Board of Trustees to help the general practitioners. 

President-elect Arch Walls, of the Michigan State 
Medical Society, welcomed the group to the city and 
stated that since 94% of the doctors in the United 
States did some form of industrial practice they 
needed more education concerning the problems of 
industry. 

The theme for the morning session concerned a 
panel, the topic being Occupational Medicine in 
Industrial Relations, with L. Clayton Hill as chair- 
man. He stated this was a non-medical medical 
meeting whose purpose it was to stimulate questions 
so that relations in general would be on a higher 
level. Dr. N. J. Roberts stated that what determines 
the attitudes of the employee to the Company was 
the Company’s attitude toward him. He said the 
individual’s attitude toward the company may be 
much influenced by his feeling toward the medical 
department. Management, therefore, has a good 
chance, within the framework of the medical de- 
partment, to show its personal interest in the indi- 
vidual and his problems. Most medical services go 
beyond the usual services in advising employees to 
get checked up and remedying ailments, such as 
teeth, tonsils, ete. He advocated that industrial 
medicine should be preventive medicine rather than 
curative medicine. He seemed to think the private 
physicians were doing a better job than the indus- 
trial surgeons. (In the author’s opinion, one point 
to be considered in behalf of industry is that if the 
patient pays for this directly out of his own pocket 
he listens a little more carefully.) Dr. Roberts 
concluded with this question: ‘How far should the 
company go in providing this feature?’’ At present, 
the medical department alone decides medical policy. 

Katherine Lembright, R. N., presented the nurses’ 
viewpoint and stated that the nurse held a key posi- 


tion in industrial medicine, and an opportunity to 
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impreve or maintain good relations between employer 
and employee through the medical department. She 
stated that often she was the only representative of 
the medical profession on the job all the time, and 
her duties were to assist in carrying out the doctor's 
work in the plan and to act as a liaison officer be- 
tween the medical department, employee and em- 
ployer. 

Charles B. Gorey, Jr., representing the employer, 
stated that the industrial medical department must 
never give the employee the idea it is “against him 
and for the company.” He stated that the most 
valuable asset any company has is the goodwill 
of its people. Mr. Gorey listed the following points 
for producing contentment: (1) Careful pre-exam- 
ination of employees to see that they are placed in 
the right job. (2) Re-examination after being off 
from work—furlough, sickness, etc. (3) To see that 
(4)) Sound, diag- 
nostic, and remedial measures frequently while the 


working conditions are good. 


employee is working; annual physicals, examina- 
tions, x-rays, electrocardiograms, etc. He brought 
out the point that cooperation between plant and 
private physicians is important and the personal 
interest of the industrial physician in the emplovee 
is especially needed when he returns after an absence. 

David A. Wolff, a lawyer, as labor referee, and 
chairman of the appeal board, Chrysler Corporation, 
said he didn’t have many cases due to previous and 
present good relations between personnel and the 
medical department. He pointed out that it may 
be necessary to call in consultation to evaluate rights 
of seniority upon return to work and when disagree- 
ment exists between medical department and the 
private physician. The medical department, in a 
survey listing 28 points in public relations, rated 
28th as to needs in public relations. 

Harry Read, former newspaper man, and now 
assistant to the Secretary-treasurer, AFL-CIO, Wash- 
ington, D. C., said that industrial relations go 
further than wages, hours, etc. He asked these ques- 
“How far should the employer go? the work- 
er go? in regards to his health?” and answered 
“further than in the plant.” He pointed out that 
15,000 people were killed in industry; 29,000 people 
killed in homes; 38,000 killed on highways, and 
90,000 people lost their lives altogether by accidents. 


tions: 


He said he wanted safety and occupational disease 
out of the realm of collective bargaining. 
Mr. Read believes that small plants are our 
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national problem; that the majority of occupational 
accidents occur in the small plants and not in the 
big plants. 

Mr. Read said he believes the industrial nurses 
ought to organize; if they don’t the union will, and 
said the union was willing to put on a two month 
strike to accomplish this. To this remark, Nurse 
Lembright and another nurse from the floor, ob- 
jected strenuously. ‘They were satisfied with the 
salary and work of the industrial nurse; and that a 
good nurse was paid well and they had a ‘‘no-strike- 
clause” in their contract. The nurses let it be known, 
in no uncertain manner, that they did not wish to be 
included under the union listing; but desired to 
continue their separate professional status. 

The following questions and answers were asked 
from the floor: What are the limits of employer, 
nurse, and employee relations in the community ¢ 
No satisfactory answer but all agreed it exists and 
should be more than at present. How do you meas- 
ure the value of the medical department and public 
relations to the employee? It was pointed out that 
there were no tools available or adequate studies 
reported for this work. Should union and employer 
participate in the salary of the doctor in industry? 
Mr. Read believes the present system adequate; the 
present system best in the world today. What are 
some of the projects in medicine the company doctor 
should undertake? (1) Offer to help employees stay 
healthy. (2) Environmental safety. (3) Help em- 
ployee to understand what is good for him and why. 
(4) Educational ideas in hygiene to take home. 

The Monday afternoon session was entitled ‘“Med- 
icine’s Responsibilities in the Automotive Age”, ar- 
ranged in cooperation with the committee on Medical 
Aspects of Automobile Injuries and Deaths of the 
American Medical Association. The first speaker 
was President Elmer Hess of the American Medical 
Association, who spoke on “Horse Power or Horse 
Sense”. He said the destruction of people on the 
highway was a sordid spectacle; that 700,000 people 
had been wiped out on the highways in the United 
States in the past twenty years. More people (38,- 
000) were killed last year than in the “Police action” 
in Korea (33,300). He pointed out that one in 
ten stand an excellent chance of being killed on the 
highway by 1970. Dr. Hess said that the neck and 
head injuries account for 70% of all injuries in 
automobile accidents; that we need to standardize 
safety equipment. He advocated better automobiles, 
better safety measures, better standardization of 
physical and mental tests for drivers and stricter 
enforcement of existing traffic regulations. Dr. Hess 
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said, ‘‘No child less than 18 years old should be 
allowed to drive after dark; this rule should be 
enforced by parents.” Thorough medical examina- 
tions “every two or three years” should be made a 
requirement for relicensing of drivers more than 
50 years of age. Licenses should not be given to 
persons with high blood pressure. He stated the 
“ill tempered” should not be permitted to drive. 
Hess suggested: (1) Interstate standardization of 
licensing procedures; (2) Stricter law enforcement; 
(3) Standardized safety improvements in automo- 
biles; (4) A national research institute on safe 
driving; and (5) Better highways. He reported that 
a resolution by the A. M. A. House of Delegates had 
been sent to the President, requesting him to ap- 
point a body to regulate safety standards concerning 
automobiles, licensing and road markings. 

Ross A. McFarland said much has been done in 
vehicle design, but more can be done. What more 
do we need to know about the vehicle, the individual, 
and the influence of physical disabilities on driving 
safety? “Accidents belong in the field of preventive 
medicine.’ He pointed out that 66% of accidents 
occur at night or during low levels of illumination. 
In discussing this he said that commerce required 
speedy transportation and the volume was increas- 
ing, which made it necessary to set up a method of 
control. From one to forty-four years of age, auto- 
mobiles were the greatest cause of accideatal death. 
There was need to improve the design and operation 
of the automobile. Driver training reduced accidents 
by one-half. Repeated accidents cases need study. 
The statistical approach has been disappointing. 
Many drive as they live 


recklessly. Diabetes, epi- 
lepsy, heart disease and hypertension as well as other 
diseases that jeopardize the drivers’ operation of the 
automobile should be studied. Alcohol required a 
curb in its use when driving. McFarland stated that 
the aged are safer drivers when no stress was in- 
volved. 

John O. Moore reported on new developments 
from Auto Crash Injury Research as conducted by 
Cornell University in ten states along the Eastern 
Seaboard, including Virginia. He said the passenger 
automobile was the common denominator of the 
American family and stated that injury was consid- 
ered to be “damage due to force imparted to tissues.” 
He found that in an accident only one in five riding 
in a car is killed. You are safer if you remain inside 
the car than if you are thrown out. The distribu- 
ticn of injuries are: 75% of the head and face; 
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25% of the extremities; 7% of the neck; 37% of 


the chest; and 1% of the abdomen and pelvis. The 
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cause of injury was found in 59% to be due to 
striking the dash; 50° had the doors open; 30% 
were thrown out. Listed in order of causes were 
doors, windshield, instrument panel and _ steering 
wheel. Moore reported that the average speed the 
car was making at impact was 41 miles per hour, 
and the average speed prior to the accident was 48 
miles per hour. He also announced that the Ford 
Company had given a grant to Cornell for the in- 
clusion of more states in the study of automobile 
accidents. 

The realities of driver licensing was discussed by 
Paul H. Blaisdell who said that this subject had 
political aspects. Licensing is primarily for revenue 
and net for control. There are 72 million licensed 
drivers in the United States. He advocated that 
50 cents be added to the cost of every driver’s license 
or renewal. This will produce about thirty-five 
million dollars in the next four years. The money 
should be used to support research on driver testing, 
preferably under A. M. A. administration. The 
following points were brought out: There is no 
standard of marking the highways and _ licensing 
drivers among the states. 
laws that exist. 


We do not use the present 
Medicine should define which drugs 
should be withheld from drivers. Blaisdell listed 
three items found to be a median for performance in 
the states with the best highway safety records: 12 
days of specialized training for driver license ex- 
aminers; 15% failure of applicants on their first 
driver license examinations; and 90 suspensions 
and/or revocations of the license for every 10,000 
licensed drivers. 

The physician’s responsibility before and after 
automobile accidents was presented by Dr. Jacob 
Kulowsky who stated that automobile accidents in- 
volved three types of persons: those not injured; those 
who are injured and survive; and those who are 
injured and die. They found the middle third of 
the face the most frequently injured part of the 
head; 25% of the head and chest injuries had no 
fractures; and in 38% the extremities received frac- 
tures. Automobile accidents were a challenge to first 
aid and emergency care and involved medico-legal 
aspects. 

Mr. Benson Ford, vice-president of the Ford Metor 
Company, opened his remarks by saying that indus- 
try and medical association were both concerned by 
motor accidents and they were working on safety 
features in their cars, that they were interested in 
all the things that go into safe driving, namely: 
vehicles, drivers, pedestrians, highways, and the 
weather and when any one of these breaks down an 
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accident is likely to happen. He stressed the need 
for better driving, licensing, and driver training in 
high schools, saying that the Ford Motor Company 
contributed half million dollars yearly toward this 
project. He pointed out that 58 million motor 
vehicles were driven 85 billion miles in 1955. We 
need better roads. Ford cited Virginia in saying 
that when the ‘two lane road was substituted for 
the one lane, accidents fell off 20% and the four 
lane divided highway reduced accidents by 60%. 
He hoped Congress will work on highway improve- 
ment. 

Ford disagreed with Dr. Hess on standardization 
of safety equipment. He felt the development of 
safety equipment would advance more rapidly if 
kept competitive so that auto manufacturers would 
vie with each other to produce the safest cars. He 
also defended the industry’s efforts to increase horse- 
power. The increase of power has not been matched 
Since 1948 the horse- 
power has increased 66% while the speed has in- 


by an increase in top speed. 
creased only 14% as horsepower is diverted to 
power-steering, power brakes, window elevation, 
generator use, air conditioning, and many other uses 
in the car. He stated that horsepower is a safety 
feature, since it allows faster action in escaping 
hazardous situations. Ford cited many safety fea- 
tures that the industry had adopted, such as changing 
from wooden bodies and wheels to steel, automatic 
starting, hydraulic brakes, power brakes, power steer- 
ing, automatic dimmers, automatic transmissions, 
better headlights, better design, lower center of grav- 
ity, safety features, such as better visibility by 
safety glass, elimination of “blind spots”, wind- 
shield wipers, defrosters, heaters, and protection in 
case of accidents such as safety belts, etc. 

The final meeting concerned ‘‘Absence from work 
This 
program was arranged by the joint committee on 
Medical Care for Industrial Workers of the Coun- 
cil on Industrial Health and the Council on Medical 
Service of the American Medical Association. 

Dr. L. J. Goldwater stated that absenteeism dates 
back to the pyramids. 


due to nonoccupational illness and injury.” 


There is absenteeism due to 
cenditions arising at home and you have to accept 
this. Costs of lost production due to absenteeism 
is difficult to measure, but it is estimated to be 
He advocated 
health promotion so corrective medical treatment 


about 10% of the cost of production. 


can be given. 

Dr. Norman Plummer cited further causes for 
absenteeism: respiratory diseases, gastro-intestinal 
upsets, mental situations, off duty accidents, surgical 
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remedial measures and menstrual difficulties. Women 
have twice as much absenteeism as men, 25% will 
cause 2/3 of absence. The highest 10% will cause 
The curves on the chart were 
shown to be the same for men. 


50% of absence. 


Mr. S. E. Miller presented a syllabus on absentee- 
ism and referred to it during his talk. There is 
need for good records and there is no standard defini- 
tion of absenteeism. Different company’s figures 
cannot be compared as they fit their particular needs 
and are handled differently. 

Mr. John E. Sparling said absenteeism was a 
concern to management in cost and health of fifty 
million workers. Two million are absent daily. 
This represents 452,000,000 man-days lost annually. 
Work stoppages were a concern also. He showed 
that one, two and three days absence accounted for 
55% of absence and the others 45%. He also 
showed that absence from one to nine days accounted 
for 70% absence and absence decreased with re- 
sponsibility. Liking one’s work and the supervisor 
has an influence on absence. Personal affairs ac- 
count for 15% of absence. 

Dr. F. A. Calderone said ten billion dollars were 
lost by industry yearly due to absenteeism. He 
gave two ideas: elimination of occupational hazards, 
and the medical department could help reduce non- 
occupational illness as an advisory service. Dr. 
Edward Holmes felt that illness outside of the plant 
was the “function of the private M.D.” in treatment 
and care. He feels many are due to chronic illness, 
and this should be approached as a public health 
problem. There should be frequent and thorough 
physical examinations by the medical department 
and the data for correction of physical situations 
should be forwarded to the private practitioner. The 
employee and the private physician should be edu- 
cated in the workings of the plant in terms of its 
medical problems. 

Mr. A. K. Peterson reported on a study of 7,000 
absentees in a control study over an eight year 
period. (1) Daily 
(2) Prompt classification 
of illness by telegram or telephone. 


His procedures were as follows: 
morning absentee report. 
(3) Inform 
employee on beginning work regarding reporting. 
(4) Card to report absence given employee. (5) 
Card showing what happened. (6) Note made on 
(8) Presi- 
dent sends letter to patient in hospital about in- 
surance, etc. 


record. (7) Report to proper persons. 
(9) Notify department heads with 
daily list of absentees. (10) Return to work card. 

Dr. A. H. Price reported on the geriatric patient 
in industry and said prejudice as to older people 
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was unfounded. 


Industry should develop jobs that 
older people can do; they have less absenteeism than 


Unless both the worker and 
management should benefit by retirement at 65 
years, it should not be done; it makes the worker 
feel better and restores his usefulness and dignity 
of self support and removes him from being a burden 
on society. 


the younger group. 


Mr. Jerome Pollack, representing labor, said it 
was concerned in losses as to wages of the emplovee; 
and in protecting his rights; and that health and 
economic services were inseparable. He continued 
by saying that labor was not indifferent to the effect 
it had on industry and its productivity. For na- 
tional security it was necessary to maintain pro- 
ductivity by mutual aid. 

Unions believe that if employment is stabilized 
there will be less need for absenteeism and lay offs. 
Pollack said that health insurance benefits had been 
due to collective bargaining procedure. He said, 
“In the near future, there very likely is going to be 
a round of collective bargaining negotiations in 
which improved health protection may be the major 
target. You can be sure that one of the first im- 
provements will be the inclusion of pre-paid pre- 
ventive care.” This demand to cover 1,200,000 
members of the AFL-CIO United Auto Workers 
Union will be made in future contracts by the 
union’s Social Security Director. 

The final afternoon discussion centered around 
the subject of reducing job absence. Mrs. Louise 
M. Newman, representing the personnel director, 
stated that personnel worked with operations to 
create a pleasant atmosphere, and helped with super- 
visory instruction and stressed team work. She 
stated that they didn’t pay for absence in the first 
six months. She reported that absenteeism was a 
negative word; that her duties concerned keeping 
proper attendance records, providing essential in- 
formation for management, proper placement of the 
worker and aids for promotion of good health and 
good instruction. 

Dr. Leo J. Wade said the industrial physician 
should be a consultant to management and _ that 
absenteeism cannot be eliminated; and some can be 
used profitably. Not everybody who uses or abuses 
absence does it malignantly. 

At the close of the two day program, participants 
unanimously voted agreement with a suggestion that 
the Council and the A.M.A.’s committee on medical 
care for industrial workers map a plan for gathering 
work absence statistics and issuing periodic reports 
on them for industry’s guidance. 
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Fairfax. 

The Auxiliary to the Fairfax County Medical 
Society met March 6th at the Court House Country 
Club. 
luncheon served on tables decorated for Saint Pat- 
rick’s Day. 


chairman. 


Our meeting was preceded by a delicious 


Mrs. Thomas Haggarty was hospitality 
Fines of 10 cents were collected from 
Chances 
were taken on our centerpiece, an azalea plant, and 
Mrs. Glen Thompson held the lucky number. 
Our speaker was Mrs. E. G. Davis, Auxiliary 
chairman for the new Fairfax County Hospital. Her 
talk was entitled “Why, How and When?” and 


all members not wearing a bit of green. 


“Failure to keep adequate, detailed records’ is 
costing some doctors a pretty penny in adverse mal- 
practice judgments. So warns the New York State 
medical society’s chief legal counsel in the January 
issue of MepicaL Economics. 

So serious is the failure, William F. Martin as- 
serts, that while ‘only one in eight malpractice suits 
reveals actual negligence on the doctor’s part . . . the 
doctor loses one case in four.” If physicians want 
to change these figures, he emphasizes, they must 
have “‘carefully-kept (files) of legible, logical and 
complete medical records.” 

Just what does he consider adequate record-keep- 
ing? 

1. “It pays to record every basic fact in every 
case, with particular attention to names and dates. 
No jury believes that a busy physician can possibly 


remember the history, examination, and treatment 
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Lawyer Urges M.D.s to Keep Detailed Records 


was most enlightening concerning the status of plans 
for the new hospital. 

Plans were discussed for a fashion show luncheon 
in May with Mrs. Robert Rounds as chairman. The 
hospitality committee, Mrs. Thomas Haggarty, Mrs. 
Edward C. Day and Mrs. Henry Kulesher, will 
assist her. 

MARGARET BERNHART 
Petersburg. 

At the March meeting of this Auxiliary, Mr. 
Herbert F. Talbott, president of the safety council, 
spoke on Safety. Mrs. Robert C. Livingstone, chair- 
man of the committee for Doctor’s Day, reported on 
her plans for the celebration on April 5th. Mrs. 
Francis N. Taylor, who is in charge of collecting 
clothes for the Child Welfare Board, reported that 
clothes were furnished whenever the need arose. Mrs. 
William Grossman, chairman of the nursing schol- 
arship, announced her committee’s plans for the 
coming year. 

At the April meeting, plans were completed to 
take the doctors to dinner in celebration of Docter’s 
Day. Mrs. Francis R. Payne, Jr., and Mrs. Kirby 
T. Hart, Jr., reported on the Easter egg hunt given 
for mentally retarded children. 


of all his patients.” Se a doctor should keep “writ- 
ten records of the patient’s complaint, the physical 
findings, and the treatment prescribed, plus copies 
of laboratory, X-ray, and consultants’ reports.”’ 

2. “It pays to write out complicated instructicns, 
or any instructions to balk patients.” Doctors should 
remember, says the legal counsel, “that oral evidence 
alone has led juries to some wild conclusions.” 

3. “It sometimes pays to make clear to the patient 
in writing that you’re not guaranteeing the result. . . . 
Without something in writing, alleged-guarantee 
cases are hard to defend.” 

4. “It sometimes pays to keep records permanent- 
ly.” Statutes of limitations, for instance, don’t pro- 
tect defendants “in cases involving concealment, 
fraud, or a minor.” Therefore, Martin concludes, 
“it’s best to retain case records of active patients 
indefinitely.” 
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President's Message... .. 


ere elsewhere in this issue is a resume of bills of medical significance 
presented to the recent General Assembly. It is noteworthy that major legislation 
sponsored by this Society received favorable response of the legislators. Of equal 


importance, no bills strongly opposed by the Society were enacted into law. 


One of the most important actions was the decision to refer the problem of corporate 
practice of medicine to the Virginia Advisory Legislative Council for study and rec- 
ommendation. For a time it appeared that this controversial subject would be debated 
during the session. Largely through the efforts of our leaders, the question was 
referred to the VALC, which body will render its report in time for the 1958 session 
of the General Assembly. Because of the far-reaching effect that corporate practice 
may exert upon the private practice of medicine, it is of the utmost importance that 
every physician familiarize himself with the problem and lend his assistance towards 


a satisfactory solution. 


Much of the credit for the smooth handling of our legislative program can be at- 
tributed to the efficient work of the Legislative Committee, headed by Senator James 
D. Hagood. In the General Assembly, Senator Hagood was assisted by Senator E. 
EF. Haddock and Delegate W. C. Elliott. The Society is truly indebted to its Legisla- 


tive Committee, and especially to Doctors Hagood, Haddock and Elliott, for its out- 


standing work in guiding our legislative program to a remarkably successful conclusicn. 


President 
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Fditorial.... 
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Home Care for the Tuberculosis Patient 


| epianepmep ence articles in the public press emphasize the effectiveness of the 

new antituberculosis drugs while glossing over the ramifications and compli- 
cations of such treatment. The treatment of tuberculosis is more complex than the 
simple administration of pills. 

In a consideration of home care perhaps we can define some of the criteria which 
would permit treatment of the patient at home, or demand hospitalization for special- 
ized diagnostic studies and initiation of treatment. 

Sanatorium care is advisable for all patients with a positive sputum. Such a patient 
should remain in the sanatorium until it can be definitely determined that his disease 
can be controlled by conservative treatment, that is, drugs and bed rest, and that 
surgery will or will not be necessary. 

The sputum cannot be called negative until cultures are negative. Cultures of 
bronchial washings and gastric aspirates are useful extensions of sputum studies. Bron- 
choscopy is not usually done in the office or clinic, and it may be required in the diag- 
nosis or treatment of the patient. The standard 14” by 17” roentgenogram is not 
dependable in proving the presence or absence of cavitation. Special x-ray equipment 
capable of body section films (laminography or planography) is often required. A 
surgical opinion would be unfair to both patient and physician unless all possible 
pertinent information is available. 

Drug administration has become more complicated with increased knowledge of 
drug effects and complications and with the discovery of new agents. The drugs 
should be used in the proper combination in order to prevent the emergence of 
drug-resistant strains of the tubercle bacillus. Tests to determine sensitivity or re- 
sistance to drugs must be done when a positive sputum persists, and on other indica- 
tions. New substances such as Viomycin, Pyrazinamide, and others yet unreleased, 
constitute added help in retreatment, but their administration and complications require 
unusual clinical experience. Frequent clinical, x-ray, and detailed laboratory studies 
may be necessary to evaluate the patient's progress and to answer at any time such 
questions as: 

Should his drug combination be changed, and, if so, when and to what? 

Are certain drugs preferable in patients with open cavities? 

Should the patient have surgery and, if so, when? 

What treatment should the old chronic patient with positive sputum receive, and 
how long should he receive it? 

There are probably a relatively small number of patients who should be treated 
at home. These have minimal tuberculosis and a negative sputum. If home care is 
contemplated, the home conditions must be carefully evaluated. The patient must 
assume a greater responsibility for his conduct and his treatment. If the patient 
is economically independent he may be able to save some money by remaining at 
home. Whether this is true will depend somewhat on the efficiency of his treatment. 
If he is unable to obtain the necessary tests and proper x-rays his illness may actually 
become more prolonged and have a less successful outcome, than if he had sought 
sanatorium care from the beginning. 

If the patient is to be treated at community expense, it is much more likely that 
his treatment will be successful if he is admitted to the sanatorium and required 
to remain there until his condition is satisfactory and his sputum is negative. When 
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the community must care for his family it is imperative that his treatment be as rapid 
and as effective as possible. Widely scattered patients in a geographical area may 
require considerable expense in time and effort on the part of the public health 
nurses to supervise such individuals. While the patient is in the sanatorium 
his economic and physical situation can be evaluated and he may be referred for 
rehabilitation training if this seems indicated. In fact, some of this training may 
be started while he is still receiving care in the sanatorium. 

Patients who are on home care, or who return home after leaving the sanatorium 
against advice, are prone to interrupt or discontinue their drug treatment for reasons 
which may seem adequate to them. Experience has shown that interruption of treat- 
ment lengthens the period of disability, and increases morbidity and mortality. 

After the patient has received maximum benefit from the sanatorium care, his 
sputum is negative and he has acquired knowledge of his disease, then he may quite 
successfully continue his treatment at home. Even at this time he should be under 
competent and frequent supervision, such as it is planned will be offered in the 
Regional Chest Clinics. It should not be anticipated that these clinics will offer an 
easy and painless detour around the Sanatorium. 


E. C. DrasH 


Dr. Rucker’s Memorial Book 


T IS anticipated that a prospectus describing “The Selected Writing of Marvin 

Pierce Rucker” will be sent to all members of The Medical Society of Virginia 
during the next few weeks. 

This most worthwhile publication is the joint effort of the Board of Health of the 
City of Richmond and the staff of the Johnston-Willis Hospital. It also has the 
endorsement of the Board of Trustees of the Instructive Visiting Nurses Association. 
The proceeds from the sale of this memorial volume will be used to establish a schol- 
arship fund for the training of public health workers. 

Dr. Rucker, who died at the age of seventy-two on October 23, 1953, made many 
contributions to the. medical, religious and civic life of Richmond and his native 
Virginia. He was President of the American Association of Obstetricians, Gynecolo- 
gists and Abdominal Surgeons in 1934, the Richmond Academy of Medicine in 1937, 
the South Atlantic Association of Obstetricians and Gynecologists in 1940, The Med- 
ical Society of Virginia in 1948, and Chairman of the Section on Obstetrics and 
Gynecology of the American Medical Association in 1937 and of the corresponding 
section of the Southern Medical Association in 1927, to mention only some of the 
many honors bestowed upon him in recognition of his contributions in the field of 
Obstetrics and Gynecology. 

Dr. Rucker for many years was a Trustee of Randolph-Macon College. He was 
Chairman of the Board of Stewards of historic Centenary Methodist Church. His 
interest in preventive medicine and public health led him to serve on first the Man- 
chester and later the Richmond Board of Health. He was Chairman of the latter 
organization during the last four years of his life. 

In addition to these activities, as well as a large and demanding practice, Dr. 
Rucker found time to be Editor of the Virginia Medical Monthly from 1942 to his 
death eleven years later. Each month found one or more editorials from his facile 
pen He also included in each issue of the Monthly a brief description of a phy- 
sician whose name has been given to some flower, shrub, plant or tree. This unique 
series was captioned ‘Floral Eponyms” and was read not only by our state subscribers 
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personages of the past. 


but by botanical students throughout the country. 


history prompted an additional feature—‘‘Pen Profiles” 


Dr. Rucker’s interest in medi¢al 


which dealt with medical 


The “Selected Writings” of Dr. Rucker contains many of the latter two items as 


well as some of his purely scientific contributions. 


An introduction by Dr. E. M. 


Holmes, Jr., Director of Public Health, City of Richmond, and the moving spirit in 
the preparation of this book, describes the considerations that prompted its publica- 
tion A biographical sketch, prepared by his life-long friend, Dr. J. Morrison Hutche- 
A bibliography of all papers, written by Dr. Rucker, is appended. 
It is hoped the members of The Medical Society of Virginia will respond to this 
opportunity to ebtain and preserve this memorial to one of Virginia’s most outstand- 
ing and versatile physicians. 


son, is included. 


Society Proceedings... . 


Norfolk County Medical Society. 

The Annual Spring Clinic of this Society was held 
on March 28th. 
sented : 


The following program was pre- 
Epidemic Infections in the Newborn and 
their Control by Dr. Warren E. Wheeler, Ohio State 
University Medical College; The Rational Use of 
Antimicrobials by Dr. David E. Rogers, New York 
Hospital; Comprehensive Care of the Patient with 
Duodenal Ulcer by Dr. Thomas P. Almy, Bellevue 
Hospital, New York; Surgical Care of Facial In- 
juries by Dr. Richard B. Stark, Cornell Medical 
College; The Importance of Adequate Pulmonary 
Ventilation during Surgical Operations by Dr. John 
H. Gibbons, Jr., Jefferson Medical College; and The 
Advances in the Vaginal Diagnoses and Treatment of 
Pelvic Lesions by Dr. F. Bayard Carter, Duke Uni- 
versity School of Medicine. 

Members of the program committee were Dr. 
Arnold F. Strauss, Chairman, and Drs. R. E. Mc- 
Alpine, H. Clarkson Meredith, Millard B. Savage 
and Eugene Lowenberg. 


Southwestern Virginia Medical Society. 
The Spring meeting of this Society was held in 
Marion on April 12th under the presidency of Dr. 


James L. Chitwood, Pulaski. The scientific pro- 


gram was: Treatment of Hydrocephalus in Children 
by Dr. Edgar N. Weaver, Roanoke; Letterer-Siwe’s 
Disease by Dr. Richard H. Fisher, Roanoke; Cur- 
rent Concepts of Tinea Capitis by Dr. Irwin FE. 
Phillips, Bristol, Tenn.; Thoracic Surgical Prob- 
lems in Children by Dr. Marcellus A. Johnson, II], 
Roanoke. 


At the Banquet, Dr. J. Edwin Wood, 
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H. J. W. 


Jr., University of Virginia, spoke on Some Recent 
Observations on the Diagnosis and Treatment of 
Myocardial Farction. 

Dr. J. T. Showalter, Christiansburg, is vice-presi- 
dent of this Society and Dr. Reverdy H. Jones, Jr., 
Roanoke, secretary-treasurer. 


Danville-Pittsylvania Academy of Medicine. 

At the January meeting of the Academy, Dr. Sid- 
ney Olansky, Duke University, spoke on Newer 
Concepts in the Treatment of Syphilis. 

At the February meeting, Dr. Theodore Fetter, 
Jefferson Medical College, spoke on Urological Ab- 
normalties in Children. 

Dr. Porter P. Vinson, Medical College of Virginia, 
was the speaker for the March meeting, his subject 
being Diseases of the Esophagus. 

Dr. J. J. Marsella is president of the Academy 
and Dr. Charles L. Ransom, secretary-treasurer. 


Medical Society of Northern Virginia. 

At the meeting of this Society on April 10th, the 
scientific program was: Melanosarcoma—Five Year 
Cure by Dr. L. K. Woodward, Jr., Woodstock; Pneu- 
mococcal Abscess of the Spleen by Dr. W. B. Craw- 
ford, Woodstock; and a Case Report by Dr. J. C. 
Hortenstine, Winchester. The guest speaker at the 
luncheon was Dr. Arthur F. Abst, Chief of the 
Radioisotope Service of the VA Center, Martins- 
burg, W. Va. 

Dr. H. P. Maccubbin, Winchester, is president of 
this Society and Dr. D. P. McCarty, Front Royal, 
secretary-treasurer, 
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Richmond Academy of Medicine. 

On April 10th, the J. Shelton Horsley Memorial 
Lectureship was delivered by Dr. J. Hartwell Har- 
rison, Professor of Genito-Urinary Surgery of Har- 
vard Medical School. 
Adrenals. 


His subject was Surgery of the 


Accomack County Medical Society. 
Officers for this Society for 1956 are: President, 


Dr. Walter Eskridge, Parksley; vice-president, Dr. 


Nens.... 


J. Fred Edmonds, Accomac; and secretary-treasurer, 


Dr. James C. Doughty, Onancock. 


Virginia Pediatric Society. 

At the annual meeting of this Society, held in 
Williamsburg, March 17th, Dr. Thomas S. Chalkley, 
Richmond, was elected president. Dr. Armistead P. 
Booker, Charlottesville, is vice-president and Dr. 


Harry D. Cox, Portsmouth, secretary-treasurer. 


AMERICAN COLLEGE OF CHEST 
man, Chicago, Ilinois—June 6-10. 
105TH 
Chicago, Illinois—June 11-15. 
THe Mepicat OF 
14-17. 
SOUTHERN MEDICAL 
D.C.—November 12-15. 


Calendar of Coming Events 
AMERICAN GortER Hotel, Chicago, Nlinois—May 3-5. 
VIRGINIA ACADEMY OF ScIENCE—Section of Medical Sciences—Washington Room, 
Hotel Jefferson, Richmond, Virginia (9:00 a.m.)—May 11. 
VIRGINIA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
to Havana and Nassau (sailing from Norfolk) 
PHYSICIANS— 


AMERICAN MepicaL AssocIiATION ANNUAL Merrtinc—The Palmer House, 
Vircinta—Hotel Roanoke, Roanoke, Virginia—October 


ASSOCIATION GOLDEN 


Convention Cruise 
May 26-June 2. 
ANNUAL MEETING—Hotel Sher- 


ANNIVERSARY MEETING—Washington, 


New Members. 

The following new members have been admitted 
into The Medical Soc iety of Virginia, since the list 
published in the April issue of the Monthly: 

Emerson Daniel Baugh, M.D., Kenbridge 

James George Brown, M.D., Alexandria 

Adolphe Max Ehrenworth, M.D., Norfolk 

Frank Louis Fernandez, M.D., Ft. Eustis 

Charles Irving Fuller, Jr., M.D., Norton 

William Beecher Greene, M.D., Petersburg 

Warren Collins Gregory, M.D., Winchester 

Margaret Hatfield, M.D., Petersburg 

Vincent Paul Hollander, M.D., Charlottesville 

James Burnette Kegley, Jr., M.D., Chincoteague 

Marvin Hayne Kendrick, M.D., Alexandria 

Jean D. Lockhart, M.D., Alexandria 

Walter Maver, M.D., Richmond 

Thistle Maria McKee, M.D., Alexandria 

James Lloyd Mims, M.D., Alexandria 

Henry Darwin Murray, M.D., Waynesboro 
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Juul Christian Nielsen, M.D., Petersburg 

Beryl Henry Owens, M.D., Rose Hill 

William Garrett Rickard, M.D., Charlottesville 
Edward George Rosanelli, M.D., Richmond 
Joseph Edward Rucker, M.D., Roanoke 

William A. Shelton, M.D., Boydton 

Gordon Bennett Tayloe, M.D., Norfolk 

Charles Henry Townes, M.D., Petersburg 


Dr. Harry J. Warthen, Jr., 


Has been elected chairman of the Richmond Board 
of Health to fill the vacancy caused by the death 
of Dr. Emily Gardner. 


Dr. Henry B. Mulholland, 

Assistant dean and professor of medicine of the 
University of Virginia School of Medicine, was 
elected to the board of directors of the National 
Health Council at the annual convention of the 


national council in New York. 
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Dr. Mulholland is honorary chairman of the Vir- 
ginia Council on Health and Medical Care. 


Dr. Guy C. Richardson, 

Bristol, is general chairman of the Bristol Cen- 
ter.nial Celebration which began on January Ist. 
There is something “doing” the entire year and on 
Mav 26th the Governors of Tennessee and Virginia 
will meet in one of the most impressive and unusual 
events of the celebration. ‘The climax of the summer 
activities will be Pageant Week, July 29-August 4. 
Bristolians will wear clothing of the 1850-1860 vin- 
tage and every able-bodied man will sport either a 
beard or a mustache, or both. 

A full account of this Celebration is given in the 
March issue of The Commonwealth published by the 
Virginia State Chamber of Commerce. 


Visitors to Eli Lilly and Company. 

Members of the Roanoke Academy of Medicine 
and their wives visited Eli Lilly and Company, In- 
dianapolis, March 11-13. While guests of Lilly’s, 
they inspected the research laboratories and toured 
pharmaceutical, biological and antibiotic production 
facilities. 


Those who attended were: Left to right, first row 
—C. H. Wyrick, Lilly representative, Dr. and Mrs. 
Richard H. Cross, Dr. Duvahl Ridgeway, Dr. and 
Mrs. Frank Angell, Dr. G. June Thomas, Mrs. 
Charles Irvin, and Mrs. Paul T. Forth and Dr. 
Forth. 

Second row—Dr. and Mrs. W. H. Robison, Dr. 
and Mrs. H. B. Stone, Jr., Mrs. M. H. Williams and 
Dr. Williams, Dr. Charles Irvin, and Mrs. W. W. S. 
Butler, III, and Dr. Butler. 
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Third Row—Dr. R. Earle Glendy, Dr. Margaret 
Glendy, Mrs. Charles Young, Jr., and Dr. Young, 
Dr. and Mrs. P. A. Richards, Mrs. G. M. Wright 
and Dr. Wright, and Mrs. P. A. Wallenborn and Dr. 
Wallenborn. 


Dr. Louis Z. Fauteux, Jr., 

Recently of Arlington, has accepted the position 
of Director of Medical Education at St. Joseph's 
Hospital, Paterson, N. J. 


American Medical Women’s Association. 
The newly organized southeastern Virginia branch 
of this association was organized on April 6th in 
Richmond. 
president, Dr. Hertha Riese, Richmond; vice-presi- 
dent, Dr. Louise Leland Clark, Chester; and secre- 
tary-treasurer, Dr. M. Jane Page, Richmond. 


The following officers were elected: 


Dr. Joseph L. Platt, 

Lynchburg, addressed the Virginia Chapter of 
American Physical Therapy Association, meeting in 
Lynchburg on March 17th. 


of the Back”’. 


His subject was “Care 


Chaplain of Virginia Academy of General 
Practice. 
Dr. W. 


tion at Union Theological Seminary, Richmond, has 


Taliaferro Thompson, dean of instruc- 


accepted an invitation to become the first chaplain 
of the Virginia Academy of General Practice. His 
main responsibility will be for a religious service 
which closes each annual scientific assembly held by 


the Academy. 
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Dr. Donald S. Daniel, 

Richmond, has been appointed by Governor Stan- 
ley as a member of the State Board of Medical Ex- 
aminers. He will fill the vacancy left by the death 
of Dr. Emily Gardner. 


Dr. W. Gayle Crutchfield, 

Chairman of the department of neurosurgery of 
the University of Virginia School of Medicine, was 
elected president of the Southern Neurosurgical 
Society at the annual meeting of the society in Jack- 
sonville, Fla. 


The Ford Foundation Grants. 

The first mailing of more than 1,000 checks, 
totalling $37,748,800 to hospitals in all the 48 
states, the District of Columbia, Alaska, Hawaii and 
Puerto Rico, has been made by the Ford Foundation. 
This is the first mailing for the Foundation’s $200,- 
000,000 program to help improve and expand hos- 
pital services. 

Those hospitals listed from Virginia are: Johnston 
Memorial Hospital, Abingdon; Anderson Orthopedic 
Hospital and Arlington Hospital, Arlington; Dixie 
Hospital, Hampton; Rockingham Memorial Hos- 
pital, Harrisonburg; Page Memorial Hospital, Luray, 
Virginia Baptist Hospital, Lynchburg; Martinsville 
General Hospital, Martinsville; Riverside Hospital, 
Newport News; Leigh Memorial Hospital and Nor- 
folk General Hospital, Norfolk; Norton Community 
Hospital and St. Mary’s Hospital, Norton; Roanoke 
Memorial Hospital, Roanoke; Louise Obici Me- 
morial Hospital, Suffolk; Fauquier Hospital, War- 
renton; Winchester Memorial Hospital, Winchester; 
and Shenandoah County Memorial Hospital, Wood- 
stock. 

The total amount sent to these hospitals was 
$599,900 which represents one-half of the total grant. 


Dr. Carl C. Nydell, 

Addressed the Gloucester High School PTA in 
March, his subject being the value of proper eating 
as a factor in good health. 


Virginia Academy of Science. 

The Section of Medical Sciences of the Academy 
will meet at the Jefferson Hotel, Richmond, May 11th 
at 9:00 A. M. All members of The Medical Society 
of Virginia are invited to attend. 


Virginia Association of Medical Assistants. 
At a meeting of medical office personnel from va- 


rious cities in Virginia, held February 25 and 26 
in Lynchburg, a statewide organization to be called 
Virginia Association of Medical Assistants was 
formed. Officers are: president, Mrs. W. G. Dove, 
Lynchburg; vice-president, Mrs. George Spain, Pe- 
tersburg; recording secretary, Miss Vivienne Rewell, 
Lynchburg; corresponding secretary, Miss Catherine 
Whittle, Petersburg; and treasurer, Mrs. S. F. Rey- 
nolds, Tazewell. 

The next meeting of this Association will be held 
in Richmond, March 9-12, 1957. 


International College of Surgeons. 

At the Southeastern regional meeting of the In- 
ternational College of Surgeons, held in Chattanooga, 
April 30th and May Ist, among those on the program 
was Dr. Eugene L. Lowenberg, Norfolk, who spoke 
on Modern Treatment Treatment of Peripheral Vas- 
cular Disease, and Dr. M. K. King, Norfolk, who 
spoke on Surgery in Infancy. 


Wanted. 

Physician to take over large general practice on 
permanent basis. Discussion of arrangements on 
request. Write #70, care the Monthly, P. O. Box 
5085, Richmond 20, Va. (Adv.) 


For Rent. 

Doctor’s office, 3 doors west of Lee Medical Build- 
ing, Richmond. Will remodel to suit. Write “Of- 
fice’, care the Monthly, P. O. Box 5085, Richmond 
20, Va. (Adv.) 


For Rent. 


Doctor’s office, suitable for pediatrician or general 
general practitioner, in Richmond. Write #75, care 
the Monthly, P. O. Box 5085, Richmond 20, Va. 
( Adv.) 


Wanted. 

General practitioner and one general surgeon 
(beard eligible or F.A.C.S.) as associates. Surgeon 
willing to do industrial practice and limited general 
practice. Send complete biography and photograph 
in first letter to #45, care the Monthly, P. O. Box 
5085, Richmond 20, Va. (Adv.) 


Physician Wanted. 

General Practitioner, who is retiring, wants doc- 
tor to take over his practice. Write “G.P.’’, care the 
Monthly, P. O. Box 5085, Richmond 20, Va. (Adv.) 
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Obituaries .... 


Dr. Emily Chenault Runyon, 

Richmond’s first woman doctor, died on April 2nd, 
at the age of ninety-eight. She was a graduate of 
the Northwestern University Woman’s Medical 
School in 1888 and located in Richmond in 1895. 
Dr. Runyon’s arrival in Richmond was openly op- 
posed by several physicians who objected to a 
woman's practicing medicine. She gained an appoint- 
ment to the staff of the Old Dominion Hospital as a 
gynecologist and also practiced at Sheltering Arms 
Hospital. In 1907, Dr. Runyon went to China where 
she practiced for a short time in a mission. Upon 
her return to the United States, she went to Missis- 
sippi where she served for five years as director of 
health work in the State College for Women, but 
then returned to Richmond where she resumed her 
practice. Dr. Runyon was a charter member of the 
Richmond branch, American Association of Univer- 
sity Women and was the first Richmond doctor to be 
elected to the Altrusa Club. 

She was a Life Member of The Medical Society 
of Virginia, having been accepted in 1895 after con- 
siderable debate, it being felt by many that they 
“did not believe this Society was ready to admit 
women to membership.” 

Dr. Runyon had retired from practice some years 
ago but at the age of eighty-seven, she presided over 
the successful emergency delivery of one of her great- 
grandsons. 

A daughter, three grandchildren and four great- 
grandchildren survive her. 


Dr. Joseph Clinton Dunford, 

Prominent physician of Portsmouth, died March 
22nd, having been ill for only one day. He was 
seventy years of age and a graduate of the Medical 
College of Virginia in 1909. Dr. Dunford had prac- 
ticed medicine in Portsmouth for some forty years 
and was a former member of the City Council. He 
was a veteran of World War I, having been dis- 
charged from the U. S. Army with the rank of Cap- 
tain. Dr. Dunford was very active in sports, having 
been connected with the old Suwanee Athletic Club 
for many years. He had been a member of The 
Medical Society of Virginia since 1913. 

His wife and a daughter survive him, 


Dr. Mary Barney Baughman, 
One of Richmond’s pioneer woman physicians, 
died March 30th, having been in ill health for some 
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time. She was eighty-one years of age and was one 
of the first woman graduates of the Medical College 
of Virginia, receiving her degree in 1922. Before 
she studied medicine, Dr. Baughman helped intro- 
duce gymnastic classes for women at the YWCA. 
She had been in general practice in Richmond since 
her graduation until her retirement about four years 
ago. She was the first person in Richmond to give 
out birth control information. 

She had been a member of The Medical Society 
of Virginia for thirty-three years. 


A sister and two brothers survive her. 


Dr. Gardner. 


Dr. Emily Gardner was born June 30, 1899, in Frank- 
lin, Virginia, the daughter of Abraham Littleton and 
Lelia Norfleet Gardner. Having entercd Westhampton 
College at an early age, she was graduated with the 
B. A. degree in 1918 before her nineteenth birthday. She 
attended the Woman’s Medical College of Pennsylvania 
in Philadelphia, and received her M. D. degree from that 
institution in 1922. During the following two years she 
continued her medical training at the Western Pennsyl- 
vania Hospital in Pittsburgh. 

Upon returning to Virginia in 1924, Dr. Gardner was 
appointed assistant Director of the Bureau of Child Health 
of the State Health Department, which position she held 
for four years. In 1928 she resumed her pediatric training 
and spent a year at the Willard Parker Hospital, New 
York, and the Kingston Ave. Hospital, Brooklyn. This 
was followed by an eighteen month period of training at 
Babies Hospital in New York City. In 1931 she held a 
fellowship of the Mary Putnam Jacobi Fund and studied 
during this period at pediatrics clinics in England, Scot- 
land, and Austria. After the completion of this year 
abroad, she opened her office in Richmond in 1932 for the 
practice of pediatrics, and so commenced the span of 
twenty-five years of dedicated service to her patients, 
and to this community, which ended at her death on Jan- 
uary 23, 1956. 


Dr. Gardner served as Chairman of the Advisory Com- 
mittee of the Richmond Tuberculosis Association and also 
as a member of the Board of Directors of the Richmond 
Tuberculosis Association, the Richmond Heart Associa- 
tion, the Y. W. C. A., and the Children’s Aid Society. She 
was a member of the Board of Trustees of the University 
of Richmond from 1937 until her death. She was a mem- 
ber of Phi Beta Kappa, * * * *. 

This chronicle of accomplishments attests to her dis- 
ciplined intellect, her continuing desire to share in the 
work of community service, and her capacity to carry the 
burdens and responsibilities inherent in professional and 
community leadership. This record of her life bears wit- 
ness to the growing esteem in which her colleagues hold 
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her, the increasing confidence placed in her deliberations 
at the conference table, the steadiness of purpose, and the 
wise council expected of her in matters affecting the wel- 
fare of the people of this state. Such notable contributions 
to community service, interwoven with the daily exigencies 
of a busy private practice, are ample evidence of the 
endurance, forebearance, and the strength, which charac- 
terized her work. 

However, the inner spirit of Dr. Gardner's life was 
perhaps more remarkable than her achievements. For 
all who came to her she had gentleness for their suffer- 
ing, wisdom for their guidance, patience for their intol- 
erance, hope for their despair, and joy in their good- 
fortunes. Devoid of arrogance, pride and vanity, she was 
a woman of modest manner and unusual personal charm, 
with an eager interest in the world about her, an unfail- 
ing sense of humor, and above all a deep faith and happi- 
ness in the Christian way of life. 

During her last illness of some ten months, being fully 
aware of its certain outcome, she faced each day with 
serenity of spirit and peace in her heart. She walked as 
she had always walked, with courage, dignity, and 
humility. 

THEREFORE Be Ir Reso_vep that Dr. Gardner's death 
removed from this community a beloved physician, a wise 
counselor, and a devoted friend. 

Be It FurtHeR ResoLvepd that a copy of this resolution 
be recorded in the minutes of the Richmond Academy of 
Medicine, and that a copy be sent to the members of Dr. 
Gardner's family, and one to the Virginia Medical 
Monthly. 

ISABEL ‘TALIAFERRO 

EMMETT MATHEWS 

HENRY DECKER 
Dr. Graham. 

In the death of Dr. Charles Fox Graham, who was 
accidentally killed when his car was struck by a train 


on February 22, 1956, the community and each one of 
this Society sustained a great loss. Not only was Dr. 


Graham a beloved physician and a leader in our com- 
munity and county, but he was well known throughout 
the entire state and was always at home in any group. 
As a physician he was most proficient in the Science of 
Medicine. In addition to this, with his gentleness and 
kindness, he truly practiced the Art of Medicine. 

Dr. Graham was born in Wytheville, Virginia, March 
19, 1891. He had his early education in the Wytheville 
Schools and received an A. B. degree from Hampden- 
Sydney College in 1912. From Hampden-Sydney he went 
to the Medical College of Virginia and graduated there 
in 1916. He was house surgeon at the St. Lukes Hospital, 
Richmond, in 1916 and 1917. Following his training there 
he entered the United States Navy during World War I 
and served as Senior Medical Officer at the U. S. Naval 
Operating Base, Hampton Roads. He returned to Wythe- 
ville to practice following his naval service and practiced 
here until his death on February 22, 1956. 

Dr. Graham belonged to the American Psychiatric As- 
sociation, The Wythe-Bland Medical Society, The South- 
west Virginia Medical Society, The Medical Society of 
Virginia, The American Medical Association, Theta Chi, 
Phi Rho Sigma Fraternities. He was a devout Mason 
and belonged to many other civic organizations. He was 
a member of the Presbyterian Church and held the posi- 
tion of an Elder in the church. 

Dr. Graham is survived by his widow, Mrs. Louise 
Mountjoy Pollard Graham, and one son, Charles Fox 
Graham, Jr. 

WHEREAS in his passing we have suffered an im- 
measurable loss; 

THEREFORE Be Ir RESOLVED that this tribute be recorded 
in the official minutes of the Wythe-Bland Medical So- 
ciety, 

Anb Be Ir FuRTHER RESOLVED, that a copy of this reso- 
lution be sent to Dr. Graham's family, 

Anpb Be Ir FuRTHER RESOLVED, that a copy of this reso- 
lution be transmitted to The Medical Society of Virginia 
to be published in the Virginia Medical Monthly. 

W.R. Cuitwoop, M. D., Chairman 
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DRAMAMINE* IN VERTIGO 


Notes on the Diagnosis and Management of “Dizziness” 


1. Paroxysmal Whirling Vertigo. This consists of sudden attacks of dizziness, often when 
the patient is at rest or asleep. The patient may feel that he himself is whirling or that fixed 
objects about him are whirling. The attack usually lasts for a few minutes; occasionally it 


is severe for weeks or subacute for months, 


2. Subtotal Hearing Loss. 

Deafness will usually affect the 
high tones and it may be uni- 
lateral or bilateral. Sometimes 
the hearing loss is severe and 


also progressive. 


3. Tinnitus. This is usually uni- 
lateral and present in the ear 
with greater hearing loss and 
is without a definite pattern. 


Fewer diagnostic errors! will result if a “triad of 
symptoms” is required of patients with suspected 
Méniére’s syndrome. These are the symptoms of 
typical Méniére’s syndrome: 

. Severe paroxysmal vertigo which may be of two 
types; either the patient feels that he is whirling 
or that objects about him are whirling. 

. Fluctuating subtotal hearing loss, usually affect- 
ing the higher tones, is noted at the same time as 
vertigo. 

3. Tinnitus, usually unilateral, is associated with the 
deafness and dizziness. 
With Méniére’s syndrome there is no definite locali- 
zation” by the Barany (vestibular reaction) test and 
results of the caloric test are not diagnostic. Physi- 
cal examination should rule out disease of the cen- 
tral nervous or cardiovascular systems before a 
diagnosis is made. 
“Treatment with Dramamine®. . . is effective® in 
aborting and preventing attacks of Méniére’s syn- 


drome ... will prevent or arrest attacks of vertigo. 
It will also reduce the intensity of the tinnitus and 
sO may save some of che hearing in the affected ear.” 

Dramamine is recommended for Méniére’s syn- 
drome as the sole therapy or in combination with 
other treatment programs. 

It is a therapeutic standard also for motion sick- 
ness and is useful for relief of nausea and vomiting 
of radiation sickness and fenestration procedures. 

Dramamine (brand of dimenhydrinate) is supplied 
in tablets(50 mg.); Supposicones® (100 mg.); ampuls 
(250 mg.); liquid (12.5 mg. in each 4 cc.). G. D. 
Searle & Co., Research in the Service of Medicine. 


. DeWeese, D. D.: Symposium: Medical Management of 


Dizziness. The Importance of Accurate Diagnosis, Tr. Am. 
Acad. Ophth. 58:694 (Sept.-Oct.) 1954. 

. Jackson, C., and Jackson, C. L. (editors): Diseases of the 
Nose, Throat, and Ear, Philadelphia, W. B. Saunders Com- 
pany, 1945, pp. 368; 414. 

- Queries and Minor Notes: Méniére’s Syndrome, J.A.M.A., 
141:500 (Oct. 15) 1949. 


A new edition of ‘Dramamine Reviews and Abstracts,’’ containing di- P.O. Box 5110,8 
gests of more than 100 recent articles, is available on request fo. . . Chicago 80, Illinois 


, 5 
Ill. Meéniére’s Syndrome 
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RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty. Med- 
ical Supervision. Inspection 
Invited. Write, or telephone 
Essex 3-3434. 


Rates: 
$35.00 to $75.00 per week 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital special- 
ly constructed for the treatment of Eye, Ear, 
Nose and Throat Diseases, including Laryngeal 


Surgery, Bronchoscopy and Plastic Surgery of 
the Nose. 


Professional care offered a limited number 
of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 
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EsTABLISHED 1916 


Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Wm. Ray GrirFIn, Jr., M.D. Mark A. GrirFIn, Sr., M.D. 

Rosert A. GriFFIN, JR., M.D. A. GriFFIN, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, AsuHeEvILLe, N. C. 


Third Decade of Nursing 


MODERN IN EQUIPMENT 


(¢ ( 


OLD IN TRADITION 


NURSING HOME 


KATE E. PLYLER (1876-1947) Clemons” MARY INGRAM CLARK 
CONVALESCENT — CHRONIC — AGED 
® Equipped for oxygen and transfusions ® Centrally located ® Rates from $42.00 to $70.00 per week 
® 30 special & general nurses ® 50-bed capacity for room, board and general nursing 
® 24-hour nursing care ® Dietician care. i 


For further information write or call MRS. GENE CLARK REGIRER, Supt. 


1613-15-17 Grove Avenue—Richmond, Virginia—Telephone 84-3221 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


For the care of surgical, gynecological, urological and medical cases. 


WILLIAM Scott, Administrator 


For information concerning School of Nursing, address: 


Nettie N. R.N., Superintendent of Nurses 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Medicine: 
MANFRED CALL, III, M.D. 
M. Morris Pinckney, M.D. 
ALEXANDER G, Brown, III, M.D. 
Joun D. CALL, M.D. 
WyNpHAM B. BLANTON, Jr., M.D. 
FRANK M. BLANTON, M.D. 
JoHN W. LL, M.D. 


Obstetrics and Gynecology: 
Wma. Durwoop M.D. 
Sporswoop Rosixs. M.D. 
Epwin B. PARKINSON, M.D. 
Davin C. Forrest, M.D. 


Orthopedics: 
Brvertey B, Crary. M.D. 
JAMES B. DALton, Jr., M.D. 


Pediatrics: 
CHARLES P. M.D. 
Epwarp G. Davis, Jr.. M.D. 


Ophthalmology, Otolaryngology : 
W. L. Mason, M.D. 


Anesthesiology 
B. Moncoure, M.D. 
HeETH Jr.. M.D. 


Surgery: 
A. STEPHENS GRAHAM, M.D. 
CHARLES R. Rosrns, JR., M.D. 
CARRINGTON WILLIAMS, M.D. 
RroHarD A. MicHAvux, M.D. 
CARRINGTON WILLIAMS, JR., M.D. 


Urological Surgery: 
FRANK PoLe, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
Frep M. Hopces, M.D. 
L. O. SNEAD, M.D. 
HUNTER B. FRISCHKORN, JR., M.D. 
Wr1AM Barr, M.D. 


Physiotherapy: 
Miss ETHELEEN DALTON 


Director: 
CHARLES C. HoucH 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neurological 
conditions, selected psychiatric and alcoholic cases, metabolic disturbances of 
an endocrine nature, individuals who are having difficulty with their personal- 
ity adjustments, and children with behavior problems. Patients with general 


medical disorders admitted for treatment under our staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


SAINT ALBANS 


RADFORD, VIRGINIA 


STAFF 


James P. King, M.D., Director 
James K. Morrow, M. D. Thomas E. Painter, M. D. Daniel D. Chiles, M. D. 
James L. Chitwood, M. D., Medical Consultant 


Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 


BLUEFIELD MENTAL HEALTH CENTER 
1400 Bland Street Bluefield, W. Va. 
David M. Wayne, M. D., 


Director 
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We 


Medical College of 
Virginia 
HOSPITAL DIVISION 
RICHMOND, VIRGINIA 


A health center using the latest methods 
of diagnosis and treatment of disease. 


MEDICAL COLLEGE OF 
VIRGINIA HOSPITAL 


OUT-PATIENT DEPARTMENT 
SAINT PHILIP HOSPITAL 
DOOLEY HOSPITAL 


The patient's welfare is our primary 
interest. 


Cc. P. CARDWELL, JR., Director 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


Attendance. 


STAFF 

ELBYRNE G. GILL, M. D. 
HOUSTON L. BELL, M. D. 
THOMAS QUILTY, M. D. 
DORIS L. JANES, B. S., O. D. 

(Orthoptics and Contact Glasses) 
S. H. HOLLAND, M. D. 
ROBERT B. JONES, JR., M. D. 


A Modern, Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 


The Hospital offers a residentship of three 
years to a graduate of an approved medical 
school, who has had an internship of at least 
one year in an approved hospital. 

For further information, address 
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ESTABLISHED 1911 


~ WESTBROOK SAN ATORIUM 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, MD. 
Provident 

ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 

Medical Director 

JOHN R. SAUNDERS, MD. 
Awocnt 
sulin, psychotherapy, occupational and — 

THOMAS F. COATES, MD. 
recreational therapy—for nervous and Awociate 


JAMES K. HALL, JR, MD. 


ment procedures—clectro shock, in- 


mental disorders and problems of 


addiction. R. H. CRYTZER, Administrator 
P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


Professional Nursing Care 


TERRACE HILL 


Nursing Home, Inc. 


“Understanding Care” 


2112 MONTEIRO AVE., RICHMOND, VA. 


Around the Clock 


ilt for a Nursing Home. uper’ 3-38 
a Register urse an esident ; . 
ietitian. ccommodates 50 guests 
Private and semi-private rooms with : Elderly People 
weekly for room, board and general 
nursing care. Your inspection invited. 


Comfortable Lounges 


Each Guest Under Care of Own Doctor. 


Professional care supervised by trained nurse. Doctors orders 
carefully followed. No parking problem. Regularly inspected 
by City Health Department. For additional information 


Write or Call Superintendent 


TERRACE HILL NURSING HOME, Dial 3-3993 Wide, Long Hallways 


Vor. 83, May, 1956 


te 
| 
if 
—— 
37 


A General Hospital (265 
beds) with Departments in 
Medicine, Surgery, Obstet- 
rics, Pathology, Radiology, 
Pediatrics and Nursing. The 
Hospital is accredited by the 
Council on M-dical Educa- 
tion of the American Medical 
Association for training first 


year interns, residencies in 
the surgical specialties for 
one and two years, general 
practic s two years full ap- 
proval, internal medicine, 
and obstetrics and gynecol- 
ogy, and the School of Nurs- 
ing is accredited by the Vir- 
ginia State Board of Nurse 
Examiners. 


DAVID E. WATSON, MISS ROSE M. DEWEVER, R.N., 
Administrator Director, School of Nursing 


HOSPITAL 


<4 


RICHMOND. VIRGINIA 


General Medicine General Surgery Obstetrics 
HUNTER H. McGUIRE, M.D. WEBSTER P. BARNES, M.D. W. HUGHES EVANS, M.D. 
MARGARET NOLTING, M.D. JOHN H. REED, JR., M.D. W. H. COX, M.D. 
JOHN P. LYNCH, M.D. JOHN ROBERT MASSIE, JR., M.D. JAMES M. WHITFIELD, M.D. 
WM. H. HARRIS, JR., M.D. JOSEPH W. COXE III, M.D. 
JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, M.D. Dental Surgery Bronchesespy 


JOHN BELL WILLIAMS, D.D.S. GEORGE AUSTIN WELCHONS, M.D. 


Orthopedic Surgery 


JAMES T. TUCKER, M.D. Urology Roentgenology 
BEVERLEY B. CLARY, M.D. AUSTIN I. DODSON, M.D. JESSE N. CLORE, JR., M.D. 
EARNEST B. CARPENTER, M.D. CHAS. M. NELSON, M.D. STUART J. EISENBERG, M.D. 
JAMES B. DALTON, JR., M.D. AUSTIN I. DODSON, JR., M.D. 

Ophthalmology, Otolaryngology Pediatrics Pathology 
FRANCIS H. LEE, M.D. HUBERT T. DOUGAN, M.D. J. H. SCHERER, M.D. 


Treasurer: RICHARD J. JONES, BS., C.P.A. 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 


available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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The TRAINING SCHOOL 
at VINELAND, NEW JERSEY 


For Retarded and Slow-Learning Children 


Established in 1888 as the “Village of Happiness” ; 
for boys and girls, all ages. Academic, vocational, 
social training; wide recreation; cottage living; 
medical, psychiatric, psychologic services. Year- 
round program. Special Summer Program. 
Internationally known research center. 


Write Director, The TRAINING SCHOOL 
at VINELAND, NEW JERSEY. 


Phone 7-0021 


The FOR EXCEPTIONAL 
CHILDREN 


‘Thompson Year round private 


home and school for 


Homestead infants, children and 


adults on pleasant 250 


School acre farm near Char- 


lottesville. 


Write for booklet. 


Mrs. J. Bascom THompscn, Principal 


| FREE UNION VIRGINIA 


THE 


KEELEY 
INSTITUTE 


447 W. Washington St. 
GREENSBORO, 
NORTH CAROLINA 


Gut-Pattent Clinic 


And Hospital For Rehabilitation Of 


The ALCOHOLIC 


A. MD: Medical Director 


Ben F. Fortune, MD: Associate Medical 
R. HL Dovenmuehle, MD: Consultant in Psychiatry 


In-patients are accepted in state of acute 
No waiting period required. 


by Americon Medico! Association 


KALAMAZOO 


*Trademark for the Upjohn brand of prednisolone (delta-I-hydrocortisone) 
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in rheumatoid arthritis 


1956 


STANDING 


is easier with STERANE'— 
3-5 times more potent 
than hydrocortisone or 
cortisone.” 


WALKING 


follows rapidly.! STERANE 
“is more effective than any 
previous drug in the control 
of... rheumatoid arthritis.’ 


WORKING 


functional mobility is 
restored even where other 
steroids fail or cease to 

be effective.?4 


WITH MINIMAL 
DISTURBANCE 


of electrolyte balance!*— 
patients may even be treated 
without diet restrictions. 


brand of prednisolone 


supplied: White, 5 mg. oral 
tablets, bottles of 20 and 100. 
Pink, 1 mg. oral tablets, 
bottles of 100. 

1. Spies, T. D., et al.: GP 12: 

1955. 2. Bol end, E, W.: J.A. 


160:613, 1956. 3. 
Lancet 2:1393, 1955. 
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for more efficient 


CONTROL OF 


Each tablet contains: Aspirin 200 (3 grains) 
Phenacetin ............... 150mg. (2% grains) 
30 mg. (% grain) 
Demerol hydrochloride 30 mg. (% grain) 


Average Adult Dose: 1 or 2 tablets 
: repeated in three or four hours as needed. 


Bottles of 100 tablets. Narcotic blank required. 


"Such a combination has proven clinically to be far 
more effective and no more toxic than equivalent 
doses of any of these used singly."* 


Juithnop LABORATORIES 
NEW YORK 18, N. Y. 


*Bonica, J.J.; and Backup, P.H.: Northwest Med., 54:22, Jan. 1955. 


Demerol, trademark reg. U.S. Pat. Off., brand of meperidine, — May be habit forming 


4 
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EVERY WOMAN 
WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 


“PREMARIN: 


widely used 
natural, oral 


estrogen 


AYERST LABORATORIES 
New York. N.Y. ¢ Montreal, Canada 
5645 
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proof of performance 
shown by 


proof of preference 


Sealy’s Accepted* 
Posturepedic Mattress now 


WORLD'S LARGEST 
SELLING POSTUREPEDIC 
MATTRESS 


To patients suffering from morning backache due to sleep- 
ing on an inferior mattress or improperly fitted bedboards, 
vou may suggest the Sealy Posturepedic, with confidence. 
*Accepted for advertising in the Journal of the American 
Medical Association, Sealy’s Posturepedic is now the most 
widely used mattress of its type in the world. Since it is 
correctly firm it insures proper sleeping posture, gives nat- 
ural support and complete comfort, too. For patients 
bothered by “low” morning backache, possibly caused by 
sleeping on a flabby mattress or make-shift bedboard, you 
may mention the Sealy Posturepedic knowing it is giving 
helpful relief in steadilv increasing thousands of cases. 


ADVERTISED 


AMERICAN MEDICAL 
Association 
PUBLICATIONS 


SLEEPING ON A SEALY IS LIKE SLEEPING ON A CLOUD 
SEALY MATTRESS COMPANY 


Railroad Avenue, Bluefield, Va. 
8 South Harvie Street, Richmond, Va. 


| 
| | | 

| | 
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THANKS TO MODERN MEDICINE 


objects like these 
are no longer used 


for healing 


One of a Series of Newspaper Ads 
Directed to Your Patients 
and Our Customers.... 


EO) LES. As recently as the eighteenth century, 


objects like these were believed to 
DRUG STORE S have healing power. 

INC Today medical science knows the causes 
of most illnesses, and has developed 
medicines and treatments accordingly. 
Mystical remedies have just about 
disappeared. Occasionally when you're 
ill you may get magic-medicine advice 
over the back fence, or window sill. 
Always heed your doctor, not 
superstitious neighbors. 


When your doctor prescribes, enjoy the 
assurance of Peoples’ prompt, accurate 
service. And, of course, your 
prescription is priced with uniform 
economy at Peoples Service 

| Drug Store. 


PEOPLES Certified 
PRESCRIPTIONS 


AT ALL PEOPLES SERVICE DRUG STORES 


© wes ‘ wheal he doctor crdered 


DRUG STORES, INC. 
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HOMOC 


GOLDEN 


DARI-RICH 


DAIRY, INC. 


DIAL 4-5501 


GRADE A PASTEURIZED PRODUCTS 


GRADE A MILK 


(Natural Vitamin D added) 


GOLDEN FLAKE BUTTERMILK 
SKIM MILK—COFFEE CREAM 
WHIPPING CREAM—COTTAGE CHEESE 
GARST BROS. DAIRY BUTTER 


“ROANOKE’S MOST MODERN DAIRY” 


»>ENIZED MILK 


GUERNSEY MILK 


CHOCOLATE MILK ‘FoR YOUR PROTECTION 


DIAL 4-5502 


MEDICINE IN VIRGINIA 


17th, 18th and 19th Centuries 
By Wyndham 8. Blanton, M.D. 


Reduced Price to Members of 
The Medical Society cf Virginia 
3 Volumes for $5.75 


Order Through 


THE MEDICAL SOCIETY OF VIRGINIA 
P.O. Box 5085 Richmond 20, Va. 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 
mond Hotel, Richmond, Virginia, June 13, 1956. 
The examinations will be held in the same hotel 
June 14 to 16, inclusive. All applications and 
other documents pertaining to the examinations 
or to matters to be discussed by the Board 
must be on file in the Secretary’s office on or 
before May 28, 1956. The Secretary of the 
Board is Dr. K. D. Graves, 631 First Street, 
S.W., Roancke, Virginia. 


PRICES FOR REPRINTS 


of Articles Appearing in 
The Virginia Medical Monthly 


Trimmed Size 5%4x7% ins. Type Page 3x5¥2 ins. 
Minimum Order 100 Copies 


100 250 500 1,000 2,000 

4 pp. $ 6.00 $ 6.60 $ 8.00 $ 9.80 $13.70 

10.70 12.10 13.20 17.00 23.50 

_— 15.70 17.90 20.10 25.60 37.80 
Labs 16.40 19.20 22.20 28.30 40.40 
20.” 18.90 23.80 27.00 33.00 49.40 
24” 21.10 25.70 28.90 38.10 52.70 
= 28.00 34.00 39.50 55.60 75.00 


Covers 660 7.60 10.50 12.50 18.90 
Envelopes: 

Printed 4.00 6.10 8.30 13.20 23.70 

Blank 1.20 2.80 4.40 8.30 16.50 


Prices F.O.B. Richmond, Va. Shipments will 
be sent postpaid if check sent with order. 


Orders must be placed before type is 
distributed. 


WILLIAMS PRINTING CO. 
11-13-15 North 14th Street 
RICHMOND, VIRGINIA 


Voi. 83, May, 1956 


Physicians’ 
Half-Price Rates 


$4.00 
3.25 
1.50 


4 years 


3 years 


1 year 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn - Chicago 10, Illinois 


BROS. ( ) 
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ACHROMYCIN 
LOU 


Tetracycline Lederle 


in the treatment of 
respiratory infections 


January and his associates! have written 
on the use of tetracycline (ACHROMYCIN) 
to treat 118 patients having various 
infections, most of them respiratory, in- 
cluding acute pharyngitis and tonsillitis, 
Otitis media, sinusitis, acute and 
chronic bronchitis, asthmatic bronchitis, 
bronchiectasis, bronchial pneumonia, 
and lobar pneumonia. Response was 
judged good or satisfactory in more than 
84% of the total cases. 


Each month there are more and more 
reports like this in the literature, docu- 
menting the great worth and versatility 
of ACHROMYCIN. This antibiotic is unsur- 
passed in range of effectiveness. It provides 
rapid penetration, prompt control. Side 
effects, if any, are usually negligible. 


No matter what your field or specialty, 
ACHROMYCIN can be of service to you. 
For your convenience and the patient’s 
comfort, Lederle offers a full line of 
dosage forms, including 


ACHROMYCIN SF 


ACHROMYCIN With STRESS FORMULA VITA- 
mins. Attacks the infection—defends the 
patient—hastens normal recovery. For 
severe or prolonged illness. Stress formula 
as suggested by the National Research 
Council. Offered in Capsules of 250 mg. 
and in an Oral Suspension, 125 mg. per 
5 cc. teaspoonful. 


For more rapid and complete 
absorption. Offered only by Lederle ! 


filled sealed capsules 


‘January, H. L. et al: Clinical experience with 
tetracycline. Antibiotics Annual 1954-55, p. 625. 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY 


PEARL RIVER, NEW YORK 


PREG. U. S. PAT. OFF. 


PHOTO DATA: 4X5 VIEW CAMERA, F5.6, 1/25 SEC., EXISTING 
LIGHTING AT DUSK, ROYAL PAN FILM. 


DOCTORS EVERYWHERE NOW KNOW WHY 


Professional men who have studied the 
microscopic analysis of the Viceroy filter 
now know why the Viceroy taste is 
smoother—never rough. Only Viceroy has 
20,000 tiny filters in every tip—twice as 


Yes, smoother taste because there are 


TWICE AS MANY FILTERS 
IN EVERY VICEROY TIP 


as the other two largest-selling filter brands! 


Viceroy Brand B 


Viceroy’s exclusive filter is made from 
pure cellulose—soft, snow-white, natural! KING-SIZE 
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Viceroys Are Smoother 


many filters as the other two largest-selling 
filter brands. That is why Viceroys are 
smoother by far—never, never rough. That 
is why so many doctors now smoke and 
recommend Viceroys. 


Brand C | 


Filter Tip 


CIGARETTES 
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Reduces Muscular Tension 


MEPROBAMATE 
(2-methyl-2-n- propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Patent No. 2,724,720 


Electromyography shows decisive response 


Electromyographic study of neuromuscular hyper- ambulatory treatment with EQUANIL; showing def- 
activity in 42-year-old male with anxiety-tension syn- inite reduction in tension, greater ability to relax, 
drome. A, Before EQUANIL; action potential of high and marked improvement in muscular coordina- 


amplitude and frequency. B, After one week of tion. C, Point where patient makes effort to relax.! 


The remarkable effectiveness of EQUANIL may 
be demonstrated in two ways. One is by its 
ability to relieve muscle spasm and neuromus- 
cular tension.' The second is by its ability to 
relieve mental tension and anxiety. 


Usual dosage: 1 tablet t.i.d. The dose may be adjusted 
either up or down, according to the clinical response of 
the patient. 


Supplied: Tablets, 400 mg., bottles of 50. 
lL. Dickel, H.A., et al.: West. J. Surg., April, 1956. 


anti-anxiety factor 
with muscle-relaxing action 
... felieves tension 


*Trademark 


| 
| 
| 
Philadelphia 1, Pa. ae 


is the symbol 
of the 


Standardized 
Tablets 
Quinidine Sulfate 


Natural 


0.2 Gram 


(approx. 3 grains) 
produced by 


Davies, Rose & Co., Ltd. 


By specifying the name, the 
physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


Clinical samples sent to physicians 


on their request 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. ei 


“...WHEN CONTINUOUS 


DIURESIS IS MANDATORY TO 
CONTROL HEART FAILURE, 


NEOHYDRIN 


BECOMES THE SUPERIOR 
[ORAL] AGENT, SINCE THIS F 
COMPOUND CONTINUES TO. | 
PRODUCE DIURESIS WHEN 
ADMINISTERED DAILY”* 


*Moyer, J. H., and Hughes, W. M.: 
J. Chron. Dis. 2:678, 1955. 


At All 


| DEPENDABLE 


_| | SERVICE TO PHYSICIANS 


| PRESCRIPTION SERVICE 


Prescription Specialists 


Martinsville, Va. 
Danville, Va. Altavista, Va. 
Winston-Salem, N. C. 


Lynchburg, Va. 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 
(The Pioneer Post-Graduate Medical Institufe in America) 


OBSTETRICS and GYNECOLOGY 


A two months full time course. In Obstetrics: lectures, 
prenatal clinics; attending normal and operative de- 
liveries; detailed instruction in operative obstetrics 
(manikin). X-ray diagnosis in obstetrics and gynecology. 
Care of the newborn. In Gynecology: lectures; touch 
clinics; witnessing operations; examination of patients 
pre-operatively; follow-up in wards post-operatively. 
Obstetrical and gynecological pathology. Culdoscopy. 
Studies in Sterility. Anesthesiology. Attendance at con- 
ferences in obstetrics and gynecology. Operative gyne- 
cology on the cadaver. 


EYE, EAR, NOSE AND THROAT 


A three months combined full time refresher course 
consisting of attendance at clinics, witnessing operations, 
lectures, demonstration of cases and cadaver demonstra- 
tions ; operative eye, ear, noge and throat on the cadaver ; 
clinical and cadaver demonstrations in bronchoscopy, 
laryngeal surgery and surgery for facial palsy; refraction ; 
radiology; pathology, bacteriology and embryology: 
physiology; neuro-anatomy; anesthesiology; physical 
medicine; allergy, as applied to clinical practice. Ex- 
amination of patients preoperatively and follow-up post- 
operatively in the wards and clinics. Attendarce at 
departmental and general conferenccs. 


UROLOGY 


A combined full-time course in Urology, covering an 
academic year (8 months). It comprises instruction 
in pharmacology; physiology; embryology; biochemistry ; 
bacteriology and pathology; practical work in surgical 
anatomy and urological operative procedures on the 
cadaver; regional and general anesthesia (cadaver) ; 
vffice gynecology; proctelogical diagnosis; the use of 
the ophthalmoscope; physical diagnosis; roentgenological 
interpretation; electrocardiographie interpretation; der- 
matology and syphilology; neurology; physical medicine; 
continuous instruction in cysteendoscopice diagnosis and 
operative instrumental manipulation; operative surgical 
clinies; demonstrations in the operative instrumental 
management of bladder tumors and other vesical lesions 
as well as endoscopic prostatic resection; attendance at 
departmental and general conferences. 


PROCTOLOGY AND 
GASTROENTEROLOGY 


A combined course comprising attendance at clinics and 
lectures ; instruction in examination, diagnosis and treat- 
ment; pathology, radiology, anatomy, operative proctology 
on the cadaver, anesthesiology, witnessing of operations, 
examination of patients preoperatively and postoperatively 
in the wards and clinics; attendance at departmental and 
general conferences. 


For Information concerning these and other Courses please Address: 


THE DEAN, 345 West 50th St., New York 19, N. Y. 


Complete 


Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 


Complete Binding Equipment 


Complete Service Under One Roof 


11-13-15 North Fourteenth Street 


Aequaint us with your requirements. We serve you efficiently and economically. 


Dial 3-1881 


WILLIAMS PRINTING CO. 


RICHMOND, VIRGINIA 


Voi. 83, May, 1956 
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EOHYDRI 


Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


@ Insole extension and 
of heel where support is most needed. 

® Special Supreme rubber heels are longer than 
most anatomic heels and maintain the appearance 
of normal shoes. 

@ The patented arch 
teed not to break down. 


port construction is guaran- 


@ Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 

@ Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. 

@ NOW AVAILABLE! Men's conductive shoes. N.B.F.U. 
specifications. For surgeons and operating room personnel. 


®@ By a special process, using plastic positive casts 
of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
manufacturer. 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 


If it’s Sunday or night time 
or if you are out of town, 
you can still do your banking 
with F & M at your 
nearest mailbox. Keep 
an F & M “Bank- 
by-Mail”’ envelope on 
hand — it’s mighty 
convenient. 


The American Way 


is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards . . . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


cw 


Jobn Marshall William Byrd 
King Carter Richmond 


Richmond Hotels Incorporated 
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looked over often... 


the patient with nonspecific rheumatism 


NOW-thoroughgoing relief with 


SIGMAGE 


TABLETS 


combining 
Prednisone ....... 0.75 mg. —best of the new 
Acetylsalicylic acid . . . 325mg. —best of the old 
Ascorbic acid ...... 20 mg. 
Aluminum hydroxide . . 75 mg. 


antirheumatic « anti-inflammatory + analgesic + supportive 


Combined effectiveness of the antirheumatic 
agents in SIGMAGEN permits maintenance of clinical 
relief at minimal dosages. 


SIGMAGEN,* brand of corticoid-analgesic compound, 
*T.M. 


— 

N 

wi 

| She / 


fora spastic 


3 t 
® 
integrated relief... TABLETS (yellow, coated), each containing 
50 mg. Trasentine® hydrochloride (adiphenine 
mild sedation hydrochloride CIBA) and 20 mg. phenobarbital. 
te aA visceral spasmolysis 
Summit, N. J. mucosal analgesia 222204 
INDEX TO ADVERTISERS 
24 | Richmond Eye Hospital—Richmond Ear, Nose and 
7 | Riverside Hospital _______- 38 
Burroughs & Co... 8 Saint Paul Insurance Companies, 55 
Gill Memoria! Eye, Ear and Throat Hospital, 36 10 
Jefferson, A. G. i State Board of Medical Examiners of Virginia, 45 
Knox Gelatine Co., Inc., Chas. Inside Back Cover | 37 
Laboratories, 23, 50, 52 | Thompson Homestead School, 40 
Lederle Laboratories Division......................-.....- 46-47 Training School at Vineland, New Jersey_-_--.__----------- 40 
Mead Johnson & 21 | United States Brewers 22 
New York Polyclinic Medical School and Hospital, 51 Wallace Laboratories 11 
Piedmont Auto and Truck Rental, 14 
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your complete insurance needs... 


« PROFESSIONAL 
PERSONAL 
PROPERTY 


CHOICE OF THE MEDICAL SOCIETY 
OF VIRGINIA FOR PROFESSIONAL 
LIABILITY INSURANCE 


FIRE aw 
Za SA 


THERE IS A SAINT PAUL AGENT IN YOUR COMMUNITY 
AS CLOSE AS YOUR PHONE 
VIRGINIA HEAD OFFICE: 721 AMERICAN BUILDING 
RICHMOND 4, VIRGINIA 
PHONE 3-0340 
HOME OFFICE: 111 W. FIFTH STREET, ST. PAUL 2, MINNESOTA 


Every Virginia Doctor Should | For the 
Have These Books! Discriminating 


The history of medicine in the Old Common- 


wealth from Jamestown to the beginning of the Eye Physician 


present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
In 3 Volumes 


Published under Auspices of 
Medical Society of Virginia 


Depend on the Services of a 
Guild Optician 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.75 ae 
(formerly $9.75) Lynchburg, Virginia 


A. G. JEFFERSON 


Medical Society of Virginia Ground Floor Allied Arts Bldg. 
1105 West Franklin Street 
Richmond, Virginia 


Exlusively Optical 


VoL. 83, May, 1956 
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the point is this..., 


a. 


HydroCortone-TB A 


(HYDROCORTISONE TERTIARY-BUTYLACETATE, MERCK) 


gives the arthritic patient more days of freedom 
from joint symptoms—in many patients the 

anti-rheumatic effect persists 2 to 10 times longer 

than after injection of hydrocortisone acetate. 
Its action is local and without systemic effect. 


Philadelphia 1, Pa. 
SUPPLIED: SALINE SUSPENSION HYDROCORTONE-TBA— 25 MG./CC., VIALS OF 5 C DIVISION OF MERCK & Co., INC, 


with the 
NEW easy to follow 


CHOICE-OF-FOOD 
DIET LIST CHART 


DEVELOPED BY 
FOOD EDUCATION DEPT. 


New Booklet Available to Aid 


Management of Overweight Patients 


The 1955 edition of the well-known Knox ‘Eat- 
and-Reduce” booklet eliminates calorie counting 
for your obese patients. This year’s edition is 
based on the use of Food Exchange Lists' which 
have proved so accurate in the dietary manage- 
ment of diabetics. These lists have been adapted 
to the dietary needs of patients who must lose 
weight. 

The first 18 pages of the new booklet present in 
simple terms key information on the use of Food 
Exchanges (referred to in the book as Choices). 
In the center, double gatefold pages outline color- 
coded diets of 1200, 1600, and 1800 calories based 
on the Food Exchanges. Physicians will find 
these diets easy to revise to meet the special 
needs of individual patients. 

To help patients persevere in their reducing 


plans, the last 14 pages of the new Knox booklet 
are devoted to more than six dozen tested, low- 
calorie recipes. Please use the coupon below to 
obtain copies of the new ‘‘Eat-and-Reduce”’ book- 
let for your practice. 


1. Developed by the U. 8. Public Health Service assisted by committees of 
The American Diabetes Assn., Inc. and The American Dietetic Assn 


Chas. B. Knox Celatine Co., Inc. 
Professional Service Dept. SJ-17 
Johnstown, N. Y. 


Please send me copies of the new illustrated 
Knox ‘*Eat-and-Reduce”’ booklet based on Food 
Exchanges. 


How to Reduce | 
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to help you relieve 
the severe emotional upset 


of the menopausal patient 


THORAZINE* 


‘Thorazine’ can facilitate 
the over-all management of 
your menopausal patient. 
Its unique, non-hypnotic 
tranquilizing effect 

relieves anxiety, tension, 
agitated depression and 
helps you to restore to 

the patient a feeling of 
well-being and a sense 


of belonging. 


‘Thorazine’ is available in 
ampuls, tablets and syrup (as 
the hydrochloride), and in 

suppositories (as the base). 


‘Thorazine’ should be 
administered discriminately 
and, before prescribing, the 
physician should be fully 
conversant with the available 
literature. 


For information write: 


Smith, Kline & French 
Laboratories, Philadelphia 1 


*T.M. Reg. ULS. Pat. Off. for 
chlorpromazine, S.K.F. 
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